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Adequate understanding of the significance of the endocrine glands 
involves the realization that no one of the hormones is entirely indis- 
pensable for the maintenance of life in the human body. Although 
such a statement seems to contradict the well known importance of 
such glands as the adrenals and the pancreas, special conditions can 
be arranged so that life continues for some time without secretions 
from these structures. There is no desire to minimize the importance 
of glands of internal secretion or of hormones, but their true function 
must be stated in terms of catalyzing or facilitating chemical processes 
which are going on without the hormone, even though sometimes at 
very low speed. Life will go on without the normal catalysis of any 
‘one of these hormone-facilitated processes, although it may be at such 
an altered speed that the condition must be classed as a disease. In a 
few cases this diseased condition shortens life noticeably by secondary 
results. The clinical significance of the various glands of internal secre- 
tion may be examined individually in the light of these general prin- 
ciples. 

THYROID 

Thyroid function is absent in patients with complete myxedema or 
cretinism, yet these conditions are consistent with years of life. The 
primary activity of the thyroid hormone is to increase the rate of oxygen © 
utilization, whereby the biologic processes of each cell are speeded up. 
The difference between the speed of oxidation in a body without thyroid 
activity and in a body with the benefit of the hormone in normal amounts 
is in the ratio of about 3 to 5. When basal metabolism is only three 
fifths, or 60 per cent, of normal (i. e., — 40 per cent) the activity of the 
central nervous system is so reduced that the character of the person 
is more nearly animal than human. If this condition obtains during 
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prenatal life or infancy, the developmental processes are also retarded 
and permanent stigmas will follow. One is tempted to say that life may 
not go on without thyroid, for the condition is better termed existence. 
The expressions of this depressed oxidative function will be apparent 
not only in the brain and nerves but in functions of the sense organs 
and in the skin, which becomes dry and thick and beneath which is an 
accumulation of abnormal tissue, i. e., myxedema. Muscular metabo- 
lism suffers, the most important example of depressed muscular activity 
being myocardial weakness, which may lead to cardiac enlargement. 
Constipation is another expression of this phenomenon. The other 
glands of internal secretion are affected, and consequently thyroid defici- 
ency leads to secondary disturbances of the pituitary, adrenals and 
gonads. 

Hyperfunction of the thyroid stimulates increased oxidation, leading 
to increased speed of biologic processes with greater demands on the 
functions of nerves, muscles, glands and skin. The clinical picture of 
thyrotoxicosis is so striking that it is easily recognized. 

The diagnostic problem is not great when extreme hypofunction 
or hyperfunction is concerned. As one approaches the normal state 
the difficulty increases. Progress in clinical diagnosis has followed the 
development of chemical methods for studying thyroid function, which 
have been then applied to large numbers of healthy persons to estab- 
lish the normal range of variation. Although there is still much to be 
desired in exactness of diagnosis of thyroid function, it is this advance 
toward mathematical precision which has made possible the scrides in 
clinical management of goiter and hypothyroidism in the twentieth cen- 
tury. Chief among the methods is the study of basal metabolism, with 
chemical determinations of blood cholesterol and of bony maturity con- 
tributing important help in hypothyroid states. There is urgent need 
for similar adjuvant tests to supplement determination of the basal 
metabolic rate in the diagnosis of excessive thyroid function, but none 
of the methods recently proposed has stood the test of wide application. 
Consequently clinical diagnostic acumen is still necessary in distinguish- 
ing between thyrotoxicosis and conditions such as effort syndrome, . 
psychoneuroses, emotional tension and effects of drugs. 

The catalytic concept of thyroid action clarifies many questions 
which arise in therapy. If one is to use thyroid for relief of myxedema 
it is important that the dose be raised slowly over a period of weeks 
or months from a low level, such as 1 grain (0.06 Gm.) daily. This 
makes possible the restoration of cardiac muscle during a slowly increas- 
ing demand for circulation. If the circulatory load is increased too fast 
the weakened heart may be thrown into decompensation. Less easily 
demonstrable results of rapid increase of the basal metabolic rate are 
seen in the nervous system and in the digestive organs. If thyroid ther- 
apy is applied to a patient whose thyroid is not underactive, the amount 
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of catalyst is thereby increased, the basal metabolic rate may be raised 
and clinical changes may be brought about. This does not prove the 
existence of thyroid hypofunction but merely applies a potent hormone 
as a drug (the pharmacodynamic action of thyroxin). When the 
medicament is used with caution for definite ends, this may be good 
clinical practice. Thus the activity of the nervous system, the heart, 
the skin, the digestive organs or some of the other endocrine glands 
may be temporarily increased. Such use of thyroid over long periods 
of time may have unfavorable consequences, because of further read- 
justments in the nicely balanced systems which characterize the body. 
Thyroid is a potent drug, to be employed with respect and in carefully 
measured doses. One should always use preparations of known potency, 
preferably U.S.P. thyroid. 
PANCREAS 


The general principles illustrated by thyroid action apply in analogous 
ways with regard to pancreatic secretion of insulin. The function 
of insulin is to expedite the use of dextrose as a source of energy or of 
such materials as glycogen, fat and lactose. Dextrose is used in the 
absence of insulin, but the rate of this use is so greatly reduced that 
most tissues cannot sustain their usual types of biologic activity smoothly. 
There is an attempt to use protein and fat as alternative sources of 
energy, with consequent emaciation, increased nitrogen excretion, 
accumulation of acetone bodies from excessive fat oxidation and at 
the same time reduced functional capacity in such vital organs as the 
brain, heart, kidney, liver and skin. Ultimately the demands are too 
great to be met, and the body, made completely diabetic as a consequence 
of lack of insulin, succumbs to secondary conditions. In experimental 
animals, at least, this fatal outcome can be long postponed if the pitu- 
itary, thyroid or adrenals are removed. By such operations the total 
demands on the body are reduced to such an extent that life may be car- 
ried on with very slight oxidation of dextrose for a much longer time. 
Of course there is no good reason to treat diabetic persons by inducing 
further deficiencies, for the availability of insulin makes restoration of 
the utilization of dextrose to normal a simple clinical procedure. The 
responsibilities of various endocrine glands for the intensity of diabetes 
is becoming clarified by the discovery of these consequences of gland 
extirpation. The clinical impression of several types of diabetes mel- 
litus is beginning to have a factual basis. 

One of the startling results of the discovery of insulin and the 
exploration of dextrose physiology which followed was the delineation 
of a new syndrome, variously called hyperinsulinism or hypoglycemia. 
The toxic action of an excess of injected insulin is expressed as an 
exaggeration of irritability in the central and peripheral nervous sys- 
tems. This can be produced by rapidly decreasing the amount of dex- 
trose available for oxidation by the nerve tissue. It was soon found 
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that hypoglycemic states occurred in nondiabetic persons and without 
the injection of insulin. The first supposition was that the pancreas 
was producing too much insulin. Later it was found that such a factor 
as damage to the liver or removal of the adrenals or of the anterior 
lobe of the pituitary may produce a hypoglycemia intense enough to 
cause some of the same symptoms. In other words, insulin is shown 
to be a catalyst for the use of sugar, able to reduce the circulating level 
of sugar below the optimum, but insulin is not the only factor in pro- 
ducing such changes. From this understanding of the catalytic action 
of insulin spring its uses for other than substitution therapy, as in the 
artificial stimulation of hunger by induced hypoglycemia or the induc- 
tion of profound and sudden chemical changes with the “shock” treat- 
ment for psychotic states. : 
Because the changes in concentration of blood sugar have such pro- 
found symptomatic consequences and because they occur within so 
short a space of time after insulin has been injected, physicians have 
become aware of the importance of knowing the rate and duration of 
action of the various types of insulin used. This has led to the arti- 
ficial modification of insulin with protamine and zinc. The clinical 
management of diabetes has been vastly improved within the second 
decade of insulin therapy. Another important result of these studies 
has been the growing appreciation that there are a definite rate of 
becoming effective and a limited duration of effect for each endocrine 
principle. These quantitative data are no less important for the under- 
standing of disease and the prescribing of treatment than is the recog- 
nition of the types of biologic action catalyzed by the substance 
in question. 
ADRENAL CORTEX 
The practical indispensability of the adrenal cortical hormone appears 
to offer a challenge to the assertion that no one of the glandular hor- 
mones is absolutely necessary for life. Although death soon follows 
bilateral adrenalectomy in animals or destruction of the glands in man, 
life may be prolonged greatly if the animal or patient is protected from 
various ‘stresses, such as bacterial toxins, demands for maintaining . 
water and salt balance under adverse situations and having to exist too 
many hours without intake of carbohydrate. In other words, the cor- 
tical tissue produces catalytic material which facilitates the retention 
of sodium in the circulating fluids and of potassium in the cells and 
the optimum distribution of water in the body with a consequent effective 
blood pressure. Furthermore, this hormone action provides for rapid 
conversion of protein fragments into dextrose whenever there is need 
for sugar to be derived from protein. In some poorly understood way 
the adrenal secretion is of importance in the defense against chemical 
intoxicants such as are produced by many bacteria. 
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The search for quantitative methods by which to estimate the extent 
of activity of these glands in the intact animal or in man is still going 
on. Diagnosis of hypofunction is still crude and limited to gross loss 
of function rather than to small deviations from the healthy state. 
Physicians are uncertain as to any condition of simple hyperfunction 
of the adrenal cortex. It has become possible to use preparations of 
adrenal gland extracts to prolong the lives, restore the health and greatly 


Fig. 1.—A, patient with obesity due to cycles of hypoglycemia. Satisfaction of 
hunger which occurred between meals caused the gain in weight. B, a diet low 
in carbohydrates, supplying 930 calories, allowed reduction of weight from 278 
to 187 pounds (126 to 85 Kg.) in seventeen months, with complete absence of 
annoying hunger. The patient is ready for repair of the ventral hernia. 


improve the prognosis for patients afflicted with Addison’s disease, if 
the condition is not due to progressive tuberculosis. There is good 
prospect that the exact chemical nature of the hormone molecule will 
soon be known. It cannot yet be predicted in what direction such sub- 
stances will be useful for purposes other than simple replacement. The 
possibilities in emergency treatment of shock from loss of blood, trauma, 
burns and bacterial intoxications are alluring. 
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One curious feature of the clinical study of adrenal cortical disease 
has been the association of a somewhat variable syndrome with mal- 
function of the gland, with or without small tumors and often with 
abnormal cells or adenoma formation in the anterior lobe of the pituitary 
gland. This “pituitary basophilism,” “Cushing’s syndrome” or “adreno- 
genital syndrome” appears to be more of a dysfunction than a hyper- 


Fig. 2.—A, patient with Addison’s disease. B, same patient showing decrease in- 
pigmentation after seven months of treatment with salt and adrenal cortex extract. 


function. Complete knowledge of this condition is uncertain for many 
reasons. The diagnoses are seldom certain without pathologic exami- 
nations on surgical intervention or at necropsy. Perhaps these curious 
conditions are to be understood as examples of chemical accidents in 
the processes of making a highly specialized hormone molecule. The 
molecular structure of the adrenal cortex hormone is not known with 
finality, but it is certainly derived from the same steroid group which 
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includes the androgens and estrogens and is less closely related to 
cholesterol, vitamin D and digitalis. It would not be surprising if slight 
chemical alteration in such a molecule produced bizarre results. 


ADRENAL MEDULLA 


The adrenal medulla receives scant attention in clinical medicine, 
for it is assumed that it is not indispensable and that it is seldom 


Fig. 3.—Patient with pituitary basophilism showing (4) postural change, due 
to vertebral osteoporosis (loss of 4 inches [10 cm.] in stature), and (B) cyanotic 
striae on the torso and thigh and slight obesity. 


susceptible to disease. But in laboratory animals these glands may be 
removed without immediate death, only to be followed by profound 
changes in the disposition of the animals. Under a protected regimen 
life may go on, whereas in the ordinary struggle for existence such ani- 
mals soon succumb. It is probable that without adrenal medullary equip- 
ment and the associated emotional life the human being would fare 
poorly in his complicated life. Until methods can be produced by 


— 
a 


770 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


which to study the emotional life and the activity of the autonomic sys- 
tem quantitatively in man, little progress will be made in this field. 
Attention has been diverted to the use of epinephrine as a drug with 
convenient ability to cause vasoconstriction, to increase the blood pres- 
sure, to accelerate the heart and to relax the bronchial muscles. Only 
in the rare cases of adrenal medullary tumors with paroxysmal hyper- 
tension is this gland thought of as an endocrine offender. The surgical 
approach to hypertension with sympathectomy is a primitive attempt 
to enter this field of adrenal medulla and autonomic physiology. But 
the prime need is for quantitative tools to study and measure the 
function. 
PARATHYROIDS 

The interpretation of parathyroid functions continues to be a puzzle 
in many respects. Excessive action leads to decalcification of bone, 
hypofunction to tetany. The simplest explanation for the data is that the 
secretion from the glands facilitates the renal excretion of phosphate. 
If this excretion lags, the phosphate increases in the serum, tending to 
enter the bone—where it is deposited as a calcium phosphate, thereby 
reducing serum calcium below normal—and tending ultimately to form 
excessively dense bone. If the hormone supply is above optimal levels, 
the renal loss of phosphate will be so great that bone phosphate will be 
mobilized to maintain the serum phosphate level, thereby depleting bone 
of calcium phosphate, with cystic disease or diffuse decalcification as 
a result. The calcium thus withdrawn from the bone raises the calcium 
level of the serum. The variations in the calcium level usually studied 
as diagnostic criteria are thus looked on as secondary phenomena. The 
clinical evidences of disturbed function, tetany, osseous disease or renal 
lesions with calcification, are probably due to the disturbances of both 
phosphors:s and calcium levels. 

Aithough discovery of potent extracts from the parathyroids was 
announced about fifteen years ago, these extracts have such infrequent 
use in clinical medicine that no commercial laboratory has developed 
a well purified solution for use. Recently attention has been further 
diverted by the discovery that an irradiated sterol known as dihydro- 
tachysterol can be given orally and will act as an effective substitute 
for parathyroid substance, which is injected. This meets a clinical 
emergency without solving fundamental problems. 


GONADS 


A constantly growing belief that the reproductive organs produce 
internal secretions culminated within the past sixteen years in the dis- 
coveries of estrogenic, progestational and androgenic substances. The 
structural formulas have been determined, and the substances have been 
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produced synthetically. An essential feature in the amazingly rapid 
unfolding of this story of sex hormones has been the procedure of bio- 
assay by which the specific substances can be identified and the amounts 
present can be estimated. Of course, much remains yet to be done 
in assay methods, as well as in the understanding of the physiology of 


Fig. 4—Hands of patient with congenital tetany. Hypoparathyroidism is com- 
plicated by atrophic changes in the skin and nails and by allergic sensitivity to 
mycotic organisms. 


sex endocrinology. But it is known that adolescent changes are brought 
about by the decided increase in secretion of these substances by the 
ovary or the testis, that the growth, maintenance and functions of 
secondary sex organs are provided for through the medium of these 
secretions and that the psychologic characteristics of the adult as con- 
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trasted with the juvenile person are intimately dependent on an ade- 
quate endocrine activity of the gonads. The involutional processes of 
later decades are due in large part to the subsiding action of these same 
glands, as is proved by the premature precipitation of such changes in 
mind and body when the gonads are destroyed or removed. The expla- 
nation of these widespread effects in physiologic terms is more baffling 
than for the other endocrine glands previously discussed. The sex 
hormones are powerful stimulants to growth, but this effect is exerted 
in a selective way on reproductive organs. It appears probable that 
at the same time the sex hormones inhibit other growth processes, either 
by means of effects on the pituitary or by expediting the union of the 
epiphyses on growing bones, thereby bringing to an end the growth in 
height of the first two decades of life. There are other interactions with 
nonsexual glands, including effects on the anterior lobe of the pituitary 
gland, which are sometimes inhibitory and sometimes stimulating. 
Quantitative study of this question is urgently needed. The mutual 
effects of the thyroid and the gonads on each other are not entirely 
through the medium of the pituitary. One of the surprising features 
of sex hormone disturbances is the rarity of excessive secretion of hor- 
mones by the gonads and the great frequency of deficient activity. 
Whether this is to be explained as due to lack of capacity for greater 
response or to better mechanism for avoidance of excessive activity is 
yet to be determined. Clinical problems are in general those of reduced 
activity or often of secretion which is improperly coordinated in time 
and amount with the needs of optimum fertility. 

A most important feature of the sex hormones is their effect on the 
autonomic nervous system. The purpose of this provision in terms of 
physiology is not yet apparent. The connections are made most evi- 
dent when the climacteric occurs, marked by vasomotor and emotional 
phenomena of distressing type. These same symptoms may occur dur- 
ing adolescence or with disturbances of the same reproductive organs 
during the fertile period. Of course autonomic symptoms are not 
always caused by sex hormone disturbance. The frequency of the con- 
nection makes this aspect of endocrine physiology of growing impor- 
tance for the dermatologist, the cardiologist, the gastroenterologist, the 
neuropsychiatrist and the rhinolaryngologist. The diagnostic and thera- 
peutic possibilities of the connection of the sex hormones with the 
involuntary nervous system are just beginning to be understood. Per- 
haps all one is justified in stating at present is that an adequate supply 
of estrogen or of androgen tends to cause stability of autonomic activity, 
whereas a deficit is often accompanied by erratic discharges of nervous 
impulses leading to symptoms which produce distress. 
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ANTERIOR LOBE OF THE PITUITARY GLAND 


All the glands described depend to a marked degree on the sustained 
secretion of hormones by the anterior lobe of the pituitary gland for 
the integrity of structure and secretory function. In this sense the 
pituitary is the center of the endocrine system. The number of anterior 
lobe hormones is still undetermined ; it is not necessarily as great as the 
number of glands affected, nor can there well be only one pituitary 
hormone. The effects lead to use of the terms thyrotropic, adreno- 
tropic and gonadotropic hormones. One important pituitary action is 
spoken of as somatotropic, for this is the influence exerted on the 
skeleton and the viscera, producing growth in size. The growth hor- 
mone stimulates protein metabolism in the direction of anabolic proc- 
esses. Deficient secretion is marked by symmetric dwarfism, and 
excessive hormone production leads to gigantism or acromegaly, depend- 
ing on whether it occurs before or after the union of the epiphyses. 
Although this substancec is apparently a protein and not yet known in 
chemically pure form, it has been made available in pure enough form 
for hypodermic administration to human beings who are retarded in 
growth, with consequent clinical benefit and improvement in. stature. 
This therapy must be applied before adolescent changes have gone too 
far to allow further gain in height. It remains for more detailed study 
to show the importance of this pituitary factor in the development of 
the orbits, the sinuses and all the other features of the facial bones. 
This problem brings up at once the participation of all those features 
of nutrition which bear on skeletal growth and on the health of the 
mucosae. Systematic study of the development problems of the facial 
bones, with regard to identifiable factors in nutrition and endocrine 
action may well provide keys to the prevention of disorders of the eye, 
ear, nose and throat which now can be only alleviated. 

Most disease of the pituitary gland is one of disturbance in function, 
the diagnosis of which is dependent on measurement of the altered 
function in other parts of the body. In only a few cases are evidences 
of tumor or gross anatomic lesions found. Even these are to be diag- 
nosed only by changes in the sella or in such adjacent structures as the 
optic tracts. If and when methods for direct assay of pituitary hormones 
in blood and urine are discovered, progress may be expected. All efforts 
in this direction to date fall far short of routines which can be used in 
clinical practice. 


POSTERIOR LOBE OF THE PITUITARY GLAND 
The posterior portion of the pituitary gland is richly innervated from 
the hypothalamic centers. The secretory products of this gland stim- 
ulate the contraction of the uterus, especially the gravid or postpartum 
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organ. Another secretion of the same tissue stimulates the smooth 
muscle of the intestine or of the arterioles, the pressor effect. This 
same hormone increases the rate of water reabsorption by the excreting 
kidneys. Deficiency of the pressor substance leads to diabetes insipidus, 
disturbing the water balance with need for greater intake to make good 
the loss. This hormone appears to be part of the mechanism for pro- 
tecting the body against dehydration by varying the concentration of 
urine. Neither of these hormones produced by the posterior lobe of the 
pituitary gland is essential for life, yet both are important as catalysts 
for processes which can proceed at slower rates without them. If hyper- 
secretion occurs in the posterior lobe of the pituitary gland it has not 
been recognized in the clinic. 

The two glands which are least dependent on the anterior lobe of 
the pituitary gland, namely, the adrenal medulla and the posterior lobe 
of the pituitary gland, are most dependent on innervation. The other 
glands will continue to function, apparently rather normally, even 
though denervated. Almost nothing is known about the relation between 
the nervous system and the anterior lobe of the pituitary body. Ana- 
tomically the lobe has few nerve fibers supplying it. Yet there are 
many reasons for believing that impulses arising in the brain have 
some effects in the pituitary and its dependent glands of internal secre- 
tion. This area of investigation challenges the neurologist and the psy- 
chiatrist. Of course, since the hormones circulate throughout the body 
and affect all types of tissue, endocrinology must interest the student in 
each of the fields of biology and medicine, providing him with new 
answers and new points of view but most of all with new questions. 
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PHAGEDAENA GEOMETRICA 


(BROCQ) 


INOCULATION STUDIES WITH VIABLE BACTERIA CULTURED FROM LESIONS 
OF PHAGEDAENA GEOMETRICA (BROCQ) (CHRONIC BURROWING 
ULCER AND PYODERMA GANGRAENOSUM ) 


SIGMUND S. GREENBAUM, M.D. 
PHILADELPHIA 


From time to time and under a variety of terms there has been dis- 
cussed in the literature and at meetings of most of the American 
dermatologic societies a rare ulcerative cutaneous lesion, the specificity 
of which in relation to one or more of the usual pyogenic organisms is 
as yet not settled. Nevertheless, it has for many years been tentatively 
classified with ulcerative pyodermas. Ulcers of this kind have several 
clearcut clinical characteristics which I think distinguish them from cer- 
tain other conditions. They have a tendency to persist and progress 
and to have undermining borders which develop as they progress and 
a tendency to recur after apparent cure, either in the same or in another 
locality. In a general way they are syphiloid, so much so that many 
of the patients are given long courses of antisyphilitic medication before 
the observer concludes that the condition is a resistant syphilid or not 
syphilitic at all. 

It is well known that the clinical expressions of chronic pyodermatous 
lesions are varied, but, presumably, one of these expressions is the 
phagedenic ulcer. The term phagedena has been used, particularly in 
France, for certain cutaneous ulcerative lesions, but it is conspicuous 
by its absence in discussions of most American dermatologic societies. 
According to Da Costa' and Darier,? phagedenic ulcers are lesions 
with a decided tendency to invade the neighboring tissues progressively 
or in “spurts.” They are acute in their action but chronic in their 
duration. Their chief characteristic is their destructive appearance. 
They begin as a rule in a chancroid, rarely in a chancre, often in ter- 
tiary syphilids and exceptionally in an ecthymatous lesion or, I may 
add, in normal skin which, as a rule, has been traumatized, often by 


From Mount Sinai Hospital and the Graduate Hospital of the University of 
Pennsylvania. 

1. Da Costa, J. C.: Modern Surgery, ed. 6, Philadelphia, W. B. Saunders 
Company, 1910, p. 105. 
2. Darier, J.: Précis de dermatologie, ed. 4, Paris, Masson & Cie, 1928. 
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surgical or spontaneous evacuation of a subcutaneous collection of pus 
and occasionally directly. It is with these rare types and modes of 
origin that the present study is concerned. 

Phagedenic ulcers may be considered primary when they begin in 
normal skin (traumatized accidentally or deliberately) or in an ecthy- 
matous lesion; in others they are secondary, but because the clinical 
picture of both primary and secondary phagedena is the same, this 
distinction has value. Perhaps such designations as phagedenic 
chancroid, phagedenic syphilid, phagedenic chancre and phagedenic pyo- 
derma are preferable, since they indicate the basic factors in a character- 
istic clinical state. Phagedenic pyoderma would then apply to the 
lesions discussed in this article. The primary types rarely, if ever, 
appear on the genitals, where chancroids are commonly located. Phage- 
denic ulcers beginning in postoperative wounds must be considered 
primary, although they are of course secondary to, or complications 
generally of, subcutaneous (abdominal, thoracic, axillary or inguinal) 


Those developing in the skin after the rupture of 


collections of pus. 
It is important to 


subcutaneous abscesses are in the same category. 
note that Darier also stated that “Phagedenic ulcers may develop in 
both the vigorous and the undernourished or debilitated.” 

Fully developed phagedenic ulcers are characterized by their irregu- 
larly polycyclic, usually undermined borders, composed of and partially 
rimmed by a red-purple infiltrated zone. Their floors, when on the road 
to improvement, appear bright red with granulations, if one is able to 
rub off part or all of the pus and the thick, mucopurulent, often sanious 
coating which is sometimes present in the earlier stages and, in part, 
at this stage. This is usually a rather painful procedure, and it is diffi- 
cult to reach the bottom of the crevasses characterizing the irregular floor. 
It may, however, be a necessary procedure for successful therapy. 

Under the term geometric phagedena Brocq* in 1916 described 
a form of phagedena characterized (1) by sharply defined borders (as 
if traced with a compass) of lesions appearing in the form of circles or 
ovals or parts of thesé and (2) by the fact that the peripherally extend- 
ing ulcerative process involves only the skin, but often in its entire 
thickness. As in ordinary phagedena, the borders are undermined and 
swollen, with small purulent cavities and infiltrated skin beneath the 
erythematous halo surrounding the ulcers. The more extensive the 
lesion the more evident are these characteristics. There are a number 


3. Brocq, L.: Ann. de dermat. et syph. 6:1, 1916. 
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of factors which alter these and probably account for the multiplicity 
of terms, all based on the size, depth and shape of the lesion. 

A glance at the photographs of the ulcers in the patients whose 
histories are described herein will convince one of the appropriateness 
of Brocq’s designation, clinically at least, for this particular form of 
chronic pyoderma. In the light of present knowledge and because of 
the varied manifestations of the pyodermas, it: appears that clinical 
and morphologic designations for certain forms retain their significance 
over etiologic ones. In geometric phagedena, furthermore, it is unusual 
to see more than one or two ulcers at a given time in the same person, 
although the ulcer itself may be extensive. The mere fact that multiple 
ulcers may be present does not conflict with a diagnosis of geometric 
phagedena. Multiple gangrene of children and of adults, not included 
in my study, may or may not be of the same etiologic nature, but in the 
few cases which I have observed real necrotic plaques characterized the 
lesions in that condition. 

I consider pyoderma gangraenosum (Brunsting) and geometric 
phagedena (Brocq) one and the same condition, but the designation 
gangraenosum is, I believe, unsatisfactory. The distinction between 
gangrene and phagedena is, of course, clinically justified. Phagedena 
seems to be a better clinical name than gangrene for a condition in 
which gangrenous destruction in the true sense of the word (death of 
more or less extensive areas of the integument and clinically marked 
by black, necrotic areas) is not seen in the lesions under consideration. 
Since on gross examination no black areas are present, it is clear that 
slow molecular destruction—i. e., a true ulcerative process—character- 
izes this condition. From a dermatologic viewpoint and from a perusal 
of the case reports in the literature, with respect to these chronic pyo- 
dermatous ulcers, one gathers that in the descriptions the term gangrene 
has been used entirely too loosely. One must not infer from this that 
mild, moderate or even massive sloughing or gangrene does not occa- 
sionally occur. However, if a clinical separation of the two conditions 
is to be maintained, then such gangrene (in phagedenic ulcers) must be 
considered a secondary or complicating factor. If the gangrene is pri- 
mary, the lesion cannot be considered a phagedenic ulcer. Holman * 
and even Meleney ® stated that gangrene does not occur in chronic bur- 
rowing ulcer, the term which has been applied by Meleney to an ulcer- 
ative lesion I consider to be the same as phagedaena geometrica. 


4. Holman, E.: Surg., Gynec. & Obst. 60:304, 1935. 
5. Meleney, F. L.: Ann. Surg. 101:997, 1935. 
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REVIEW OF THE LITERATURE 


Since Brocq’s original article, geometric phagedena, I believe, has 
been described under at least ten different terms, seven of which are 
to be discussed. 

1. Pyoderma Gangraenosum.—Brunsting, Goeckerman and O’Leary® 
described the lesion of pyoderma gangraenosum as follows: 


The lesions occurred in crops as small, discrete pustules surrounded by an 
inflammatory areola. Within a few days the center of the pustule softened and 
the covering skin became blue and broke down. The lesion either underwent 
involution or extended peripherally, to coalesce with others adjoining to form a 
large, superficial ulcerative process. . . . 

During the most active stage . . . the lesions were single or multiple. . . . 
The borders of the ulcers were well defined because of their striking blue color 
which clearly outlined the lesion as it extended peripherally in rough serpiginous 
configuration. The blue zone consisted of an edematous, boggy strip . . . in 
which there had been extensive undermining and necrosis of the subcutaneous 


The base was moist and covered with mucopurulent exudate. . . . Pressure 
on the border caused considerable gelatinous pus to ooze into the wound. Granu- 
lations were dependent on the stage of activity of the ulceration as a whole. 


Brunsting, Goeckerman and O'Leary ° actually identified the ulcers 
present in 2 of their patients as similar to those described by Smith,’ 
Bolog* and Zurhelle and Klein.° The photographs of Zurhelle and 
Klein’s eighth patient and of Bolog’s patient undoubtedly show the same 
condition herein discussed. Zurhelle and Klein discussed the condition 
under the title pyoderma chronicum papillare et exulcerans (Hoffman) 
and Bolog under the term chronic ulcerative pyodermata. In the stage 
in which the ulcer in case 5 was photographed, the lesion could easily 
pass for an exulcerating papillary pyoderma, as described by Zurhelle 
and Klein. 

My interest in phagedenic ulcerations began in 1921. In that year 
I saw, in consultation, a man (who also had an advanced stage of pul- 
monary tuberculosis) with an extremely extensive phagedenic ulcer- 
ation involving the skin and the subcutaneous tissue of the entire 
abdominal wall. The extensive ulcer had begun eleven months pre- ° 
viously. The borders of the lesion were irregularly polycyclic, heavily 
undermined in most of its course. The floor of the ulcer was covered 
with mucopurulent sanious pus, but granulations were present here and 
there. Only staphylococci and streptococci were present, and at the 


6. Brunsting, L. A.; Goeckerman, W. H., and O'Leary, P. A.: Pyoderma 
(Ecthyma) Gangrenosum: Clinical and Experimental Observations in Five Cases 
Occurring in Adults, Arch. Dermat. & Syph. 22:655 (Oct.) 1930. 

7. Smith, R.: Brit. J. Dermat. 41:149, 1929. 

8. Bolog, cited by Tischnenko and Kroiczic.1! 

9. Zurhelle and Klein, cited by Tischnenko and Kroiczic.1! 
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time they were believed to be secondary invaders. ‘The patient died 
ten days after I saw him. In discussing a patient with “pyogenic lesions 
of the skin associated with chronic ulcerative colitis,’ who was presented 
before the Chicago Dermatological Society by Zeisler, Ormsby *° stated 
that he had observed several cases of the condition I have just described, 
reports of which he had published under the title dermatitis gangraenosa. 
He regarded the condition reported by Brunsting and his collaborators 
under the term pyoderma (ecthyma) gangraenosum as of the same type 
as this dermatitis gangraenosa. 

2. Chronic Serpinginous Ulcerative (and Erosive) Pyoderma. 

3. Chronic Pyoderma." 

4. Chronic Undermining Burrowing Ulcer..—Meleney and John- 
son '* have recently discussed their laboratory and clinical studies in 
10 cases of “chronic undermining burrowing ulcer.” They stated that 
ulcers of this type should not be confused with the gangrenous type 
of chronic ulceration previously described by Meleney and caused by 
the synergistic action of a nonhemolytic microaerophilic streptococcus 
(which may be found in pure culture in the spreading margin of the 
lesion) and Staphylococcus aureus, which is associated with it in the 
gangrenous zone always present around a part or all of the periphery 
of the ulcer. In these gangrenous types there is no undermining of the 
margins or sinus formation and the zone of gangrene is surrounded by 
a raised purplish zone and this in turn by a brilliant zone of erythema. 
According to these authors, in their 10 cases the chronic. undermining 
burrowing ulcer was caused by a microaerophilic hemolytic strepto- 
coccus. Meleney * has also discussed the treatment of chronic ulcerative 
burrowing nongangrenous lesions of the abdominal wall apparently due 
to a microaerophilic hemolytic streptococcus. In this article one can 
identify, from the photographs, the condition Brocq described as geo- 
metric phagedena. Meleney expressly stated that there is no gangrene 
in chronic burrowing ulcer and that it must not be confused with acute 
gangrene of the skin, as represented by hemolytic streptococcic gangrene 
or chronic progressive postoperative gangrene of the synergistic type. 
According to Meleney and Johnson,'* Holman * has confused chronic 
burrowing ulcer with the condition Meleney termed chronic progressive 
postoperative gangrene. However, as Holman remarked in connection 
with 1 of his cases, real gangrene is absent; so the condition in at least 
1 of his cases was not (postoperative) gangrene. I agree with Holman 


10. Ormsby, O. S., in discussion on Zeisler, E. P.: Pyogenic Lesions of the 
Skin Associated with Chronic Ulcerative Colitis, Arch. Dermat. & Syph. 38:829 
(Nov.) 1930. 

11. Tischnenko, A., and Kroiczic, A. A.: Dermat. Ztschr. 52:11, 1928. 

12. Meleney, F. L., and Johnson, B. A.: Surgery 1:169, 1937. 
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that the difference in the ulcers lies in the point of origin rather than 
in the clinical appearance. Holman presented 4 cases in which the 
condition did not develop postoperatively and which exhibited the char- 
acteristic features of progressive ulceration of the skin and subcutaneous 
tissues described in the literature most commonly as a postoperative 
complication. The photographs accompanying the article are duplicates 
of those of geometric phagedena. Furthermore, Holman used _ the 
designation phagedenic ulceration in his cases and under this term 
included postoperative progressive chronic ulceration. Churchill, in 
discussing Holman’s paper, stated: 

There is real difficulty in attempting to assign a specific etiologic agent to as 
variable and protean a disease as chronic progressive superficial ulceration. These 
ulcerations that Dr. Holman described have many manifestations that are the 
same as those seen in a group studied at the Massachusetts General Hospital. 
The cases correspond to Dr. Meleney’s group . . . but the clinical identity 
may not check with the bacteriological identity. We have found by animal inocula- 
tion that the microaerophilic streptococcus and staphylococcus recovered from 
many of these ulcers do appear to represent the disease more nearly when injected 
as a mixed culture than when injected singly. However, the confusion in nosography 
rests as much on clinical findings as on bacteriological analysis. 


5. Phagedenic Ulceration.* 

6. Gangrenous Ecthyma or Impetigo.** 

7. Postoperative Progressive Serpiginous Ulceration or Gangrene 
in a Clinical Sense-—Meleney classified Cullen’s * case of progressively 
enlarging ulcer of the abdominal wall following drainage of an abdominal 
abscess as one of postoperative, progressive, bacterial, synergistic gan- 
grene; yet the photograph illustrating Cullen’s article strongly sug- 
gests geometric phagedena, and Barker,’** who saw the patient in consul- 
tation, called the condition ecthyma gangraenosum. Only one organism 
was found, Streptococcus brevis. Touraine and Duperrat,’* in discussing 
the differential diagnosis between postoperative progressive gangrene of 
the skin and phagedena, stated that the only difference in the two is in the 
special course of the ulcerative process—its tendency to invade and 
destroy vast surfaces—but this process is phagedena, in which, however, 
gangrene may develop. A comparison of the photographs in this French 
article with the photographs of the ulcers presented by my patients clearly 
show their close clinical relation. Costantini and Liaras‘* stated the 


13. Meleney, F. L.: Surg., Gynec. & Obst. 56:847, 1933. 

14. Cullen, T. S.: Surg., Gynec. & Obst. 38:579, 1924. 

14a. Barker, L. L., cited by Cullen.14 

15. Touraine, A., and Duperrat, R.: Ann. de dermat. et syph. 10:257, 1939. 
16. Costantini and Liaras: Algérie med. (Ed. chir.) 42:567, 1938. 
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belief that the conditions are the same clinically and that sangrene: 
occasionally complicates the phagedenic process. 


Meleney ** classified infectious gangrene of the skin as follows: 


Acute 
(a) Gas gangrene 
(b) Hemolytic streptococcic gangrene 
(c) Erysipelas (with gangrene) 
Chronic 


(a) Postoperative progressive bacterial synergistic gan- 
grene 

(b) Gangrenous impetigo (ecthyma) 

(c) Fusospirochetal gangrene (from human bites as a 
rule ) 

(d) Amebic infection and gangrene 


This classification admits a close clinical relation, since in the same 
article Meleney recognized the condition described by Brunsting, 
Goeckerman and O’Leary, i. e., pyoderma (ecthyma) gangraenosum, as 
the condition he classified as gangrenous impetigo. He, however, 
described the latter condition as follows: 


The lesions . . . generally start as small vesicles surrounded by a red zone. 
The center then becomes dark, gangrenous and depressed. . . . The disease is 
contagious and frequently occurs in several members of a family at the same time. 

. The gangrenous center (of the lesion) separates at the margin leaving a 
ring of depressed ulceration from the center of which the gangrenous plaque 
stands up like a button. If this separates from its base, a clean ulcer is left. 


This condition is somewhat different from that described by Brun- 
sting, Goeckerman and O’Leary for pyoderma (ecthyma) gangrae- 
nosum. 

In my cases no gangrene was seen in the original ulcers, in the 
lesions produced by autoinoculation in the 1 case or in the ulcers pro- 
duced by inoculation in the 3 cases in which there were positive “takes.” 


BACTERIOLOGY 


It has long been believed that primary phagedena’ represents a 
mixed infection with pyogenic organisms of special virulence and that 
the secondary type * is a superadded, particularly virulent infection by 
one or several organisms in association. Thus, Smith constantly found 
Staph. aureus in his cases. Zurhelle and Klein found Staphylococcus 
albus in their case 8 and Brocq Staph. aureus in his case 1. 

Darier stated that the usual organisms found in phagedena are 
staphylococci and streptococci. Vincent organisms are absent. In 4 
of the cases presented by Brunsting and his collaborators hemolytic 
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streptococci and Staph. albus were found with consistent regularity in 
the secretions of the ulcers and in the deeper tissues of specimens 
removed for biopsy. 

Meleney ** stated that postoperative bacterial synergistic gangrene 
is essentially due to the microaerophilic nonhemolytic streptococcus 
associated with a staphylococcus, that in gangrenous impetigo (ecthyma) 
the essential organisms are hemolytic streptococci and hemolytic staphy- 


TABLE 1.—Recorded Cases of Progressive Ulceration 


Organisms Recovered 


Source 


Author 


Luckett, Pustule of abdomen Staph. aureus 
ees Appendical abscess Str. brevis 


Christopher, 1924............ Empyema (pulmo- Anaerobie streptococcus, B. coli and 
nary abscess) green-forming streptococcus 
} Appendical abscess Streptococcus, staphylococcus and B. coli 
Brewer and Meleney, 1926.... Appendical abscess Hemolytie staphylococcus, anaerobic non- 
hemolytic streptococcus and diphtheroid 
bacillus 
i Alexander, 1926.............. Appendical abscess Hemolytic streptococeus and staphylo- 
coecus 
and streptococcus 
Probstein and Seelig, 1928... Breast abscess Staph. aureus 
i Cole and Heideman, 1929.... Appendical abscess Hemolytie streptococcus 
empyema) 
Helistrom, 1930.............. Appendical abscess B. coli and gram-negative bacillus 
5 abscess cus and hemolytic Staph. aureus 
: Ballin and Morse, 1931....... Appendical abscess Anaerobic streptococcus and diphtheroid 
i bacillus 
Carel, WOR Appendical abscess Streptococcus and B. coli 


Baker and Terry, 1932....... Appendical abscess Nonhemolytie streptococcus and hemolytic 
staphylococcus 
Appendical abscess Streptococcus, gram-positive diplococci 
and gram-negative bacilli 
Patterson, Empyema (compli- Hemolytic staphylococcus and microaero- 
cation perforated philic streptococcus 


appendix) 
Meleney, Cancer of sigmoid Anaerobic nonhemolytie streptoeoceus, 
staphylococcus and B. proteus 
H 1908... Appendical abscess Nonhemolytie microaerophilic streptococ- 
cus, staphylococcus and B. proteus 


nal uleer and sub- eus, hemolytic Staph. aureus and 
phrenic abseess Staph. albus 


lococci and that burrowing ulcers’? are due to microaerophilic hemo- 
lytic streptococci. In summarizing his article,’* he stated that these 
chronic types of gangrene of the skin “are essentially diseases due to 
a mixture of organisms growing in symbiosis. These organisms in 
pure culture are either innocuous or produce lesions which are not 


gangrenous.” 
Holman * collected the case reports in the literature (table 1). 
Touraine and Duperrat tabulated the organisms found in 81 cases 


reported in the literature (table 2). 
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In a case presented under the title chronic serpiginous ulcerative 
pyoderma, Fox and Maloney ™* found three different organisms, Strep- 
tococcus haemolyticus, hemolytic Staph. aureus and a diphtheroid bacil- 
lus. These organisms injected separately into rabbits were harmless ; 
injected in a mixture they produced a papule without ulceration. Can 
more than two organisms be the cause of some of these ulcers ? 

The varied bacteriologic studies in postoperative gangrene and in 
geometric phagedena (or burrowing ulcer) make it impossible to state 
that these conditions are due to one or to a few special organisms. 
Only one thing is certain: The condition is a chronic ulcerative one 
with characteristic morphologic changes in which the bacterial findings 
are varied. 

Brewer and Meleney '* successfully inoculated rabbits intradermally 
with a combination of staphylococcus and streptococcus, whereas injec- 
tions of the organisms separately produced but an abortive reaction. 
Brunsting confirmed this experiment of injecting two organisms simul- 


TasLe 2.—Variety of Organisms in Phagedenic Ulcers 


Streptococcus staphylococcus symbiosis, pure or associated with other organisms.... 38 cases 
Streptococcus, pure or associated with other organisms not staphylococcus.......... 16 cases 
Staphylococcus, pure or associated with other organisms not streptococcus.......... 8 cases 
Various bacilli (no streptococcus and no 5 cases 


taneously into a rabbit, i. e., in one experiment. Suggestive evidence 
was developed in regard to a possible symbiotic action between the 
staphylococcus and the streptococcus, as inoculation of a combined 
culture produced a lesion in the rabbit resembling the ulcerative lesion 
seen in the patient. The organisms were recovered from these sites. 

Bloom *® caused gangrenous ulceration in rabbits with a mixture 
of streptococcus and staphylococcus obtained from chronic ulcerative 
pyodermatous lesions but no lesion when the organisms were injected 
separately. Holman in his cases invariably found two organisms, a 
streptococcus and a staphylococcus. 

Holman’s * animal experiments corroborated Meleney’s observation 
that two organisms injected together produce more pronounced lesions 
than single organisms, but in no instance could he or Meleney repro- 
duce the progressive lesions seen in human beings. 


17. Fox, H., and Maloney, E. R.: Chronic Serpiginous Ulcerative Pyoderma, 
Arch. Dermat. & Syph. 32:955 (Dec.) 1935. 

18. Brewer, G. E., and Meleney, F. L.: Ann. Surg. 84:438, 1926. 

19. Bloom, D., in discussion on Lewis, G.: A Case for Diagnosis (Syphilis? 
Dermatitis Artefacta?), Arch. Dermat. & Syph. 31:280 (Feb.) 1935. 
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REPORT OF CASES 


Case 1—M. W., a white housewife aged 39, first came under observation on 
Feb. 9, 1937 for ulcers on the right cheek, on the upper part of the left side of 
the chest below the clavicle and on the left leg. 

The patient stated that about twelve years previously she had had intestinal 
(colon?) ulcerations with frequent bowel movements, rectal tenesmus and blood 
and much mucus in the stools. About a month after the onset of these symptoms 
an ulcerative condition developed on the left side of the chest, just below the 
clavicle. This, as the result of its junction with a new lesion on the chest wall 
close to the first lesion, formed a much larger ulcer, which required two and one- 
half years to control and cure. During this period the symptoms of colitis 
continued, but they disappeared six to nine months previous to the healing of the 
ulcers on the chest. Symptoms of colitis returned about two years prior to 


Fig. 1 (case 1).—Phagedaena geometrica. No streptococci were ever found in 
this ulcer. Repeated bacteriologic (aerobic and anaerobic) cultural studies showed 
only a nonhemolytic Staph. aureus on two occasions, completely negative smears 
and cultures on two occasions and on one occasion a gram-positive diplococcus. 
in a smear. 


admission (1935). In July 1936 ulceration began again at the edge of the scar 
of the former lesion on the chest. It continued to progress slowly with barely 
any healing until the time of admission. In April 1936 a similar lesion, which began, 
according to the patient, as a boil, developed on the anterior lower third of the left 
leg. There had been considerable swelling, but this had slowly disappeared. At 
the site of the swelling a deep painful ulceration had developed, which by May 
5 had reached the size shown in figure 1. She had lost some weight and complained 
of generalized pains in the bones and joints. There was no additional history of any 
previous serious illness or injury. 

The physical examination revealed no abnormalities except for the ulcerative 
lesions on the skin and the impression that the general condition of the patient 
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was definitely subnormal. The active cutaneous lesion on the chest was about the 
size of a silver dollar and crusted, but there was circumferential erythema. When 
the crust was removed and the pus beneath it cleaned away, the ulcer with slightly 
undermined borders was exposed. The ulcer on the left leg was 7 to 9 cm. in 
size. It was honeycombed with bridgework of fibrous tissue overlying the deep 
ulceration with its purplish undermined borders. There was erythema for 3 to 5 cm. 
surrounding the ulcer, the floor of which was covered with saniopurulent exudate. 
The patient was discharged July 7, 1937, but complete healing did not take place 
until December 1937. During her stay in the hospital aerobic and anaerobic 
bacteriologic studies of the ulcers were made on the following dates with the 
following results: 


May 5. Smears and cultures: no organisms seen; no growth 
May 10. Smears and cultures: no organisms seen; no growth 
May 21. Nonhemolytic Staph. aureus in culture 
August 26. New puncture lesicn on leg 
Smears and culture negative 
Old lesions show gram-positive diplococci on smear and 
Staph. aureus on culture 
All other laboratory studies, including complement fixation and precipitation 


tests for syphilis, gave negative results. The patient refused to permit cutaneous 
tests with the organisms recovered in August. 


Case 2.—P. W., a Negro stevedore aged 37, was first seen at the clinic of the 
Graduate Hospital of the University of Pennsylvania on Sept. 23, 1927, at which 
time he presented numerous furunculoid lesions on the back. The tentative diagnosis 


was tertiary syphilis. He gave a history of having had a chancre in 1920 and 
gonorrhea in 1909. In 1920, he said, a papular eruption developed on the 
hands, arms and trunk. Some lesions disappeared, and some became larger and 
eventually broke down, forming ulcers which on healing left pigmented areas 
and on his back elevated scars. A complement fixation test of his blood by the 
Kolmer method gave moderately positive results, and the Kahn reaction was 
4 plus. After receiving three injections of a bismuth compound, he disappeared 
from observation and did not return to the clinic until July 1933, that is, six 
years later. At this time he had numerous keloids on his back, the result of the 
healing of apparently many more or less uniformly sized ulcers. He also presented 
two active ulcers on his back. At this time his blood gave negative reactions to 
both the Kolmer complement fixation and the Kahn precipitation test. In August 
the tests were repeated, and the result of a Kolmer test was negative while the 
Kahn: reaction was weakly positive. The Wassermann reaction of the spinal 
fluid was negative in September. He stated that in the same month an ulcer had 
developed on the left side of his chest, which was assumed to be of syphilitic 
nature. He was given twenty injections of an aqueous solution of a bismuth 
compound and seven injections of neoarsphenamine (0.3 Gm.). The hypertrophic 
scars completely lost their hypertrophic character and were now on a level with 
the surrounding skin, but the ulcers were not affected. 

He was then admitted to the ward service of Dr. J. Frank Schamberg on the 
first of November for treatment by electrocoagulation of the slowly extending, pain- 
ful, phagedenic, foul-smelling ulcer on the left side of his chest. The ulcer was 
more or less oval and about 9 by 4 cm. in size at this time. The general outline and 
character of this ulcer was that of geometric phagedena. 

A physical examination showed a normal-appearing Negro with a hoarse voice 
and a slight cough. His conjunctivas were injected; the tongue was coated; the 
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teeth and gums were foul; in the neck moderate lymphadenopathy was found; 
on the chest were pigmented areas varying in size and on the back these were 
pronounced, and the blood pressure was 150 systolic and 100 diastolic. The results 
of all laboratory studies except those to be noted (and the serologic ones already 
noted) were negative. 

Under a general anesthetic, the ulcer on the left side of the chest was cleaned out 
with the electric knife. Wet mercurophen (1 to 3,000) dressings were applied 
to the wound. At the end of three days a tenacious exudate was noticed at the 
margin of the ulcer; it was adherent to the tissues and was removed with difficulty 
and much pain. The ulcer seemed to be getting somewhat larger and had a 
foul odor. A culture of material from the advancing edge of the lesion showed 
nonhemolytic Staph. aureus and Bacillus proteus. Pus from the lesion was scratched 
into the skin over the left deltoid on two occasions (November 28 and December 1). 
There was no “take” on either occasion. The patient was given a course of 
treatment with fuadin. After the third dose of fuadin there appeared to be a 
slight improvement in the ulcer. The pain had practically disappeared. The ulcer 


Fig. 2 (case 2).—Inoculation ulcer simulating original ulcer in miniature but 
resulting from the simultaneous injection intracutaneously of 1 minim (0.06 cc.) 
of a 1 to 1 mixture of B. proteus (forty-eight hour viable culture) and non- 
hemolytic Staph. aureus (forty-eight hour viable culture). 


continued to improve for about eight days; at the end of this time it was noted 
that the lesion was again advancing. There was, in addition, a small ulcer on_ 
the outer aspect of the left arm, from which B. proteus was isolated. The ulcer 
on the chest was treated locally with 10 per cent silver nitrate and insulin salve. 
The ulcer continued to advance. Early in January 1934 fulguration was performed 
beyond the margins of active infection and much tissue was removed. There 
still seemed to be some extension of the ulcer and continued necrosis of the tissue. 
On January 2, with the consent of the patient and in order to determine the exact 
relation to the ulcer, living twenty-four hour cultures of the organisms, i. e., hemo- 
lytic Staph. aureus and B. proteus, isolated from the ulcer, were injected into the 
patient’s skin over the right deltoid muscle at three different points. At a proximal 
point 1 minim (0.06 cc.) of one culture was injected ; at a distal point 1 minim of the 
other culture was injected, and at a point midway between the two 1 minim of a 
1 to 1 mixture was injected intracutaneously. Within twenty-four hours there 
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were papules with an erythematous halo at all sites of injection. Where the 
organisms had been injected individually there was a gradual advance of the 
papular formation followed by a subsequent decline and disappearance without 
subsequent evidence of their presence. Where both organisms had been injected 
in a mixture the papule became a pustule and broke down to form an ulcer 
within five days. This ulcer by January 9 had developed to the size shown in figure 
2. Through an error no cultures were made from material from this induced ulcer. 
The patient was discharged the middle of January and instructed to return to 
the clinic for dressings, as the ulcer still evidenced some destruction of tissue 
and apparently had not healed. 

He was seen again in the clinic the latter part of February. By this time 
the ulcer had nearly healed. Iodoform dressings were applied, and a course of 
bismuth therapy (2 cc. for fifteen injections) was started. He was improving 
when he ceased -his visits to the clinic and could not later be traced. 


Case 3.—H. T., a white boy aged 15, was admitted to the Graduate Hospital 
of the University of Pennsylvania, service of Dr. John B. Carnett, on Oct. 13, 
1933, with the chief complaint “sores” on his legs. His illness dated back to 
Aug. 1, 1933, at which time he had been cut on the right shin by a piece of glass 
from a broken bottle. The patient paid no attention to these cuts until an ulcer 
developed a couple of days later. He was also bitten on the legs by mosquitoes 
and noticed that after he scratched the bites “ulcers” developed. The patient 
played football, with further trauma to the ulcers, and as a result the lesions 
became larger and more painful. He was treated at another hospital, with no 
improvement. 

On his admission to the Graduate Hospital a tentative diagnosis of traumatic 
ulcers of both legs with superimposed infection was made. His family history was 
irrelevant. The patient had always been in the best of health until his injury in 
August. The results of physical examination were normal except for the condition 
of the lower extremities. There were two ulcers on the right shin and one on the 
left, about the size of a 50 cent piece, with granulations up to the surface of the 
skin and with a slight purulent exudate. The Wassermann reaction of the blood 
was repeatedly negative. The patient seemed to be in considerable pain. Application 
of hot boric acid compresses was started and continued for three days; then boric 
acid ointment was applied to the ulcers, preceded by application of a 1 per cent 
solution of acetic acid. On October 23 skin was grafted from the thighs and 
implanted over the two ulcers on the right leg and the one ulcer on the left leg. 
The patient complained of considerable pain and had a slightly febrile temperature. 
On October 29 the dressings were removed, and the entire graft areas were seen 
to be necrotic and floating in pus. A culture was taken. Str. haemolyticus, Str. 
nonhaemolyticus and Staph. aureus were isolated. Warm mercurophen (1 to 
3,000) dressings were applied. Granulation was very slow on the left leg, and the 
cutaneous edges of the larger ulcer on the right leg were undermined. The appli- 
cation of wet compresses was discontinued, and boric acid ointment dressings 
were again applied. The patient was given up to 1 cc. of an autogenous vaccine 
every other day. There was no improvement in the ulceration. Ultraviolet 
irradiation was instituted. Histologic studies of a section removed from the ulcers 
showed infected granulation tissue over dense fibrous tissue. The pathologist 
stated that the lesion histologically was suggestive of tuberculosis, but no typical 
lesions could be demonstrated. Abnormal results of laboratory studies other than 
bacteriologic consisted in an increase of the leukocytes from 8,800 to 10,500 and 
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then to 12,200 and the hemoglobin was 75 per cent on two occasions. The infection 
in the ulcer on the left leg subsided, but the ulcers on the right leg were still 
infected ; the skin around the ulcer on the upper part of the right leg looked necrotic. 
It was at this time (May 15, 1934) that I saw the patient for the first time. 

He did not look particularly robust. There were several dime-sized cicatrices 
on the right leg and two ulcers, one on each leg. The lesion on the right leg was 
located over the lower third of the tibia and to the outer side. The floor of the 
ulcer was largely filled with red granulations with nongranulating, pus-covered 
peripheral areas and with undermined purplish borders. The latter characteristic 
was especially evident cn the anterior outer border. Its outline was polycyclic 
and the whole more or less annular and grossly syphiloid in aspect. The ulcer on 
the left leg was somewhat smaller but similar to the one already described. 
The diseased granulations were removed from the lower ulcer by electrocoagulation. 
Within a few days granulations were noted in the cauterized area. A rcentgenogram 
of the right leg revealed a probable localized area of osteomyelitis of the anterior 
and lower part of the right tibia. Ultraviolet irradiation was given to the ulcers 
daily. The ulcer on the left leg and that on the upper part of the right thigh 
were practically healed, the latter healing gradually from the periphery. Despite 
the negative Wassermann reaction the patient was given four doses of 50 mg. of 
bismo-cymol. A second culture was taken the latter part of January 1934, and 
hemolytic Staph. albus and Staph. aureus were found. Early in February an 
infection of the upper respiratory tract developed, with a resultant rise in temp- 
erature. The condition cleared up within a few days. Dichloramine-T dressings 
were applied to the ulcers. The patient was permitted to get out of bed and to 
stand with the aid of crutches, and this caused no apparent discomfort. The ulcer 
on the lower part of the right leg was ionized with cupric sulfate. The infection 
subsided and the margins were healing. By April 16 all the infections had cleared 
up and the ulcers were healing. 

The patient was discharged to the outpatient department, to which he returned 
on May 7, 1934 for treatment of the still vegetating, serpiginous ulcer on the 
right leg. No autoinoculation tests were ever made on this patient. Before the 
ulcer was dressed with zinc peroxide, cultures were again made, and hemolytic 
streptococci and hemolytic staphylococci were recovered. Cultures on_ three 
different occasions gave the following results: (1) hemolytic and nonhemolytic 
streptococcus, Staph. albus and Staph. aureus; (2) hemolytic Staph. albus and 
Staph. aureus, and (3) hemolytic streptococcus and hemolytic staphlyococcus. 

With the consent of the patient and in order to determine the relation of the 
last-mentioned organisms to the ulcer, intradermal tests with forty-eight hour 
cultures of the viable organisms were conducted. The organisms obtained from 
previous studies had by now been discarded. 

The viable organisms were injected intradermally over the left deltoid area. 
At a proximal point 1 minim (0.06 cc.) of the culture of Str. haemolyticus was 
given; at a distal point 1 minim of the culture of Staph. haemolyticus, and 
at a point midway between the two 1 minim of a 1 to 1 mixture of the viable 
cultures was injected. There was no reaction at the sites where the organisms 
had been individually injected. Where both had been given papulation with 
decided red areola developed within twenty-four hours; forty-eight hours later 
swelling and cellulitis were present, and on the fifth day a collection of pus required 
evacuation. However, at the site of the incision an ulcer began to develop, which 
shortly assumed somewhat the aspect of one of the ulcers on the leg and required 
several months’ treatment before healing took place. 
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Case 4.—H. T.,2° a white man aged 21, a hairdresser, was the same one seen 
six years previously and described in case 3, but the later studies were such as to 
necessitate a separate case report. ~ 

He entered Mount Sinai Hospital on Dec. 22, 1939 with an ulcer on the right 
thigh anteriorly. He had been well until December 1938, when his right leg began 
to annoy him. Soon there developed severe pain in the right leg, apparently in the 
bone, together with nausea, vomiting and fever. He went to the hospital, and 
a diagnosis of osteomyelitis was made. He was operated on Dec. 21, 1938. The 
resultant wound did not heal well, and in March 1939 skin grafts were made, 
but they did not “take.” Later, after the application of a gelatin boot, the wound 


Fig. 3 (case 4).—Phagedaena geometrica of thirteen months’ duration which 
developed at the site of removal of skin grafts used to heal (with failure) a 
similar ulcer on the leg. 


healed. In the meantime the site on the right thigh from which the original 
grafts had been taken ulcerated, and when the ulcer reached the size of a dime, 
the borders, according to the patient, began to be undermined. At this time the 
entire lesion was excised, but the sutures failed to hold ‘and the ulcer began to 
enlarge until it reached the size seen in figure 3, at which time I saw him. 


20. Presented at a meeting of the Philadelphia Dermatological Society, 
Jan. 19, 1940 (Greenbaum, S. S.: Geometric Phagedena [Brocq], Arch. Dermat. 
& Syph. 41:1191 [June] 1940). 
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The patient walked with a limp, and the legs appeared thin. On the anterior 
aspect of the right thigh at about the middle third was an irregularly oval ulcer, 
about 9 by 5 cm. in size, with polycyclic borders which were jagged, purplish and 
heavily undermined in practically the entire circumference, the undermining being 
of greater extent at one point than at others. Tenderness at these points was 
constant, although pain was not severe. The floor was covered with a sanious 
pus, and when this was wiped away, a granulating surface was revealed at most 
points and grayish mucopurulent matter at others. The surface of the ulcer was 
irregular and seemed to be, if it was not actually, composed of muscle tissue. 

The ulcer as a whole appeared to involve only the skin and subcutaneous struc- 
tures to the muscle layer % inch (0.6 cm.) below the level of the skin. 

On December 22 I performed over the right deltoid an autoinoculation test 
with scrapings of pus from the ulcer. A positive reaction developed in forty-eight 
hours in the form of a papule; then a pustule developed, which broke down into an 
ulcer several days later. Nonhemolytic streptococcus was isolated both by aerobic 
and by anaerobic technics. The ulcer healed within fourteen days, after it was 
packed with zinc peroxide twice daily. The results of cultures of material from 
this ulcer and from the original ulcer are as follows: 

December 26: Swabs of material from the ulcer on the leg were cultured 
aerobically and anaerobically ; nonhemolytic streptococcus was isolated with both 
technics. 

December 29: Swabs of material from the site of autoinoculation on the right 
arm and from the lesion on the leg were cultured aerobically and anaerobically ; non- 
hemolytic streptococcus was isolated from the lesion on the arm with both technics, 
Nonhemolytic streptococcus and hemolytic Staph. aureus were isolated from the 
lesion on the leg by both technics. 

Jan. 2, 1940: Swabs of material from lesions on the leg were cultured aerobically 
and anaerobically ; nonhemolytic streptococcus and hemolytic Staph. aureus were 
isolated by both technics. 

The fact that the streptococcus isolated grew aerobically as well as anaerobically 
would indicate that it is not a strict anaerobe.?! It is within the limits of possibility 
that the organism was originally anaerobic but that it adapted itself to the environ- 
ment of its host to the extent of becoming facultatively aerobic. 

A modified McIntosh and Fildes anaerobic jar is used. Plates and broth tubes 
are placed in the jar containing 2 Gm. of palladinized asbestos, and the jar is 
sealed. It is then evacuated to 710 mm. negative pressure. The jar is then refilled 
to atmospheric pressure, 0 reading on the manometer, with carbon dioxide. A 
second evacuation to 710 mm. negative pressure is produced and the jar again 
refilled with carbon dioxide. Incubation at 37 C. for twenty-four to forty-eight 
hours then follows. 

By this method strict anaerobes, such as Clostridium welchii, can be grown 
with ease. Nonhemolytic streptococci, which refused to grow at any other oxygen 
tension, have been routinely isolated with this technic (Cutler modification, 
Spaulding technic). 

On Jan. 1, 1940 the patient’s temperature suddenly rose to 104.4 F. He had 
frontal headache and nausea and vomited. A slightly indurated red painful spot 
about 5 cm. distal to the ulcer developed. When I saw the patient twenty-four 


21. According to the technic now employed in Mount Sinai laboratories, the 
mediums used for anaerobic culture are as follows: For plating on solid mediums 
0.2 per cent dextrose-beef-infusion agar plus 0.5 per cent whole blood is employed ; 
broth mediums are a 0.2 per cent dextrose-beef-infusion bouillon. 
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hours later this red spot was twice its original size and appeared to be connected 
directly with the lower border of the ulcer. The condition was undoubtedly 
erysipelas, and in ce next few days it extended from the lower border of the 
ulcer to the knee. The patient was given sodium bicarbonate and sulfanilamide 
the first day, but as a result of nausea, vomiting and cyanosis (he stated that 
sulfanilamide given him some time previously had had the same result and 
had also failed to affect the ulcer) the administration of this drug was stopped. 
Four days later and within twenty-four hours after sulfapyridine was administered, 
the temperature dropped almost by crisis, and rapid disappearance of the ery- 
sipelatous area took place. The affected area was normal by January 7. Administra- 
tion of the drug was continued for a week, without visible effect on the ulcer. 
On February 3 I performed a Frei test, which gave negative results as did the 
Wassermann and Kline tests for syphilis and the chemical examination of the 
blood. 

The Ito-Reenstierna test for chancroid (with Ducrey vaccine of Lederle) also 
gave negative results at this time. 

Beginning on January 26 the patient was starved two days per week and was 
given an acid ash diet the rest of the week. Thrice daily he was given sitz baths 
to which a cupful of zine sulfate was added. 

From January 19 to February 19 neoarsphenamine, 300 mg., was given intra- 
venously every four days, and the ulcer began to improve. 

On February 23 cod liver oil and petrolatum (4 oz. [120 cc.] of each) was 
applied to the ulcer. 

On March 11, with the consent of the patient, he was inoculated intradermally 
on the flexor surface of the left arm with forty-eight hour cultures (1,000,000,000 
to the cubic centimeter) of the nonhemolytic streptococcus and the Staph. aureus 
haemolyticus obtained from the original ulcer. At a proximal point 1 minim of 
the hemolytic staphylococcus culture and at a distal point 1 minim of the non- 
hemolytic streptococcus culture were injected. At a point midway between the 
two I injected intradermally 1 minim of a 1 to 1 mixture of the two cultures. 

On March 12 each inoculation point was papular tending to be pustular, with a 
surrounding erythematous areola the size of a 25 cent piece. The temperature was 
up to 102 F. He was given 15 grains (1 Gm.) of sulfapyridine in a single dose. 

By March 13 the temperature had become normal. All three sites of injections 
showed papules, and the erythematous halos were confluent. The site of injection 
of the mixed cultures was no worse than the others. 

On March 18 the middle papule was practically gone; the proximal one was 
about the same, but the distal papule (site of injection of streptococci) was slightly 
larger and contained a little pus. 

By March 22 all the lesions were definitely improving, and but for slight 
scaling they were gone by March 26. 


Case 5.—A. S., a white laborer aged 21, entered the Graduate Hospital 
of the University of Pennsylvania on Feb. 5, 1940, service of Dr. William Bates, 
and was seen with the permission of Drs. Bates and Gopadze. 

His chief complaint was an indolent ulcer over the left tibia of six months’ 
duration. The family history and previous history were not significant. 

The patient stated that he had “barked” his shin on a tool while working about 
six and one-half months previously. The bruise healed in the expected time, but 
the abrasion ulcerated, extended and did not heal. A few weeks before his 
admission to the hospital a few smaller ulcers appeared around the larger lesion. 

A general physical examination, including chemical examination of the blood 
and serologic, cellular and urinary studies, gave negative results. 
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On the left shin was a superficial, more or less oval ulcer, about 7 by 4 cm, 
with undermined berders. There were three to four small satellite ulcers of the 
same general appearance (due to autoinoculation ?). . 

Sulfanilamide in doses sufficient to produce a concentration of 10 mg. per 
hundred cubic centimeters of blood caused subjective disturbances sufficient to 
prevent its use after the third day. The ulcer improved slowly under treatment 
with zinc peroxide by the Meleney technic. The patient was discharged on 
March 21. The smaller lesicns had healed, but the larger one, although improved, 
was not entirely closed. 

On April 19, about four weeks after discharge, he was readmitted to the 
hospital because the ulcer had again enlarged. It was on this date that I saw 


Fig. 4 (case 5).—Phagedaena geometrica (stage of healing). The lesion was 
at this stage when the patient was first seen, and considerable healing had taken 
place. The floor of the ulcer and the undermined borders had filled in when this 
photograph was taken. The characteristic outline of the lesion is still apparent. 
It was at this time that an autoinoculation test was performed, with negative 
results. If any organisms were present, they had lost their virulence. 


him for the first time (fig. 4). The floor of the ulcer was covered with red gran- 
ulations and showed little evidence of a purulent secretion. The base was soft; the 
borders showed faint evidence of undermining, but the geometric or serpiginous 
shape of the ulcer was evident. The borders were purplish, and bleeding developed 
easily on trauma. There were no subjective symptoms of any degree. An Ito- 
Reenstierna test (with chancroidal vaccine of Lederle) performed at this time 
was negative. An autoinoculation test with what appeared to be mostly serum 
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Fig. 5 (case 5).—A, sites of inoculation of cultures of viable organisms obtained 
from the ulcer three weeks before photograph in figure 4. Eighteen hour cultures 
of the third generation of Staph. aureus haemolyticus (@) and Str. haemolyticus 
(c) were used. Twenty-four hours after injection (% minim [0.03 cc.] of each 
culture separately at distal (a) and proximal (c) points and % minim of a 1 to 1 
mixture at a point midway (b) between the two), the sites had become slightly 
papular with a distinct erythematous halo. Two days later erythema at distal 
and proximal sites had faded and the central lesion had enlarged by the third day 
(b). As the other two papules gradually regressed the middle lesion became 
pustular and larger. B, when crust and pus were removed from the middle 
lesion a superficial ulcer was revealed, which reached the size shown forty-eight 
hours after that seen in A. Two weeks later, with daily applications of gentian 
violet and packing with powdered activated zinc peroxide, there was complete 
healing. Note the deep central ulceration and spreading out from this a more 
superficial ulceration and finally at the periphery erosion only. 
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obtained from the edge of the ulcer and scraped into the skin over the flexor surface 
of the right forearm gave negative results. 

Bacteriologic studies had the following results: 

February 28: Aerobic cultures showed hemolytic Staph. aureus, and anaerobic 
cultures showed Str. haemolyticus. 

March 18: Aerobic cultures showed hemolytic staphylococcus in pure culture, 
and anaerobic cultures contained no organisms. 

April 5: Anaerobic and aerobic cultures showed hemolytic Staph. aureus and 
hemolytic streptococcus. 

April 23: Aerobic cultures showed hemolytic Staph. aureus and diphtheroids, 
and anaerobic cultures showed diphtheroids. 

The organisms obtained on April 5 were used, with the patient’s consent, 
for the inoculation tests on April 22. It was assured that the anaerobic and the 
aerobic growths represented the same organisms and that they surely possessed 
the property of growing under either condition. 

Twenty-four hours after the intradermal injection of the viable cocci, all 
the injected sites were slightly papular, and there was an erythematous halo 
the size of a 50 cent piece. The areola around the middle lesion was more evident. 
Forty-eight hours later the erythema had completely disappeared from the sites 
of the individual injections but was still present around the middle lesion. Figure 
5 A illustrates the reactions at the site of each injection on the fourth day. 

On April 27 definite pustulation was present in the central lesion; this had 
enlarged the next day, and the crust and pus when removed showed a small split 
pea-sized ulcer. This subsequently enlarged somewhat, and the surrounding skin 
began to erode (fig. 5B). With application of 1 per cent gentian violet and 
zinc peroxide packs (the dry powder), the lesion healed in fourteen days. 

Cultures of material from this ulcer on April 29 showed the organisras which 
had been originally injected, namely, aerobic hemolytic Staph. aureus and hemolytic 
streptococcus and anaerobic hemolytic Staph. aureus and hemolytic streptococcus. 


Case 6.—R. S., a white housewife aged 56, was referred by Dr. J. V. Klauder 
and admitted to the Graduate Hospital of the University of Pennsylvania on July 2, 
1940, service of Dr. Herbert Smith. Her chief complaint was an ulcer in the 
right inguinal region which would not heal. Her family history and previous 
history were irrelevant. The present illness began in 1938. In April 1938 she 
was operated on for an abscess in the right inguinal region which had been 
present three weeks. The cause of the abscess was not known, and there was no 
history of an infection of the right foot preceding its development. The incision 
failed to heal completely, and an ulcer developed, which has been slowly spreading. 
The general physical examination showed no abnormalities except for moderate 
pitting edema over the tibias and a soft systolic murmur over the mitral area. 

Just above the right inguinal region was a multiple ulcerative process (fig. 6 A) 
covering an elongated area, about 18 cm. long and 6 cm. wide. Below the involved 
area was extensive scar tissue, which was practically as long as the ulcerated 
area, indicating a healed preexisting ulcerative process. The ulceration appeared 
to be divided into smaller lesions, the size of a 25 cent piece and larger, with 
polycylic and ragged, but extensively undermined, soft borders with a purplish 
hue; the base of the ulcer, especially the part beneath the overhanging borders, 
was covered with thick pus, beneath which was a red granulating surface. Here 
and there were thinned-out bands of undermined skin. The lesion was tender. 

The Eagle test for syphilis and a urinalysis gave negative results. 

An autoinoculation test performed on July 2, 1940 gave rise, within seven 
days, to a well defined ulcer with undermined borders and a base covered with 
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pus (fig. 6B). From this ulcer numerous careful smears on blood agar plates and 
stabs in bouillon medium on three occasions showed no growth on the first 
occasion and a pure hemolytic strain of Staph. albus on aerobic and anaerobic 
culture on the second and third occasions. On July 2 and July 8 material from 
the primary ulcer showed only pure hemolytic Staph. albus on aerobic and anaerobic 
culture. On July 12 I inoculated the flexor surface of the left forearm with 1 
minim of the original culture of hemolytic Staph. albus (seven days old) intra- 
cutaneously, and only a pinhead-sized red papule appeared the next day, which 
slowly disappeared. On July 19, 1 minim of a fresh culture (twenty-four hour 
subculture from a culture obtained four days previously) was injected intra- 


Fig. 6 (case 6).—A, geometric phagedena of two years’ duration followed 
incision of an inguinal abscess. Note extensive scarring below the present ulcera- 
tion, which was the site of the original incision. Healing at one point and progress 
of the lesion at another were observed in this case and in case 4. Only a pure 
culture of hemolytic Staph. albus was obtained on numerous smears and bouillon 
cultures. This organism injected intracutaneously in viable form in doses of % 
and 1 minim on successive occasions one week apart produced a small red papule, 
which slowly healed. No pus or ulceration ensued. B, autoinoculation ulcer on the 
flexor surface of the right forearm, showing the pus-covered base and soft under- 
mined borders, which developed seven days after percutaneous inoculation of pus. 
Blood agar smears and bouillon cultures made with free pus and material obtained 
from a thorough rubbing of the base of the ulcer showed no growth on the first 
attempt and a profuse pure culture of hemolytic Staph. albus on the second attempt. 
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cutaneously. On July 22 only a split pea-sized red papule indicated the site of 
this injection. There was no pus. The papule slowly regressed. 


INTRADERMAL INOCULATION OF VIABLE BACTERIA 


Autoinoculation tests for diagnostic purposes were not so many 
years ago a routine procedure, especially with respect to genital ulcers. 
This special diagnostic procedure is in some localities still used rou- 
tinely in the presence of suspected chancroids. Since pus containing 
these organisms could be rubbed into normal skin safely, it did not 
appear to be more than a slight forward step to use the organisms from 
these ulcers in an attempt to determine their pathogenic properties 
and etiologic relation to the ulcer from which they were obtained. The 
cnly major danger was that of septicemia, but I was convinced that 
a definite degree of immunity was present and that the organisms found 
in such prolonged localized lesions could not when injected locally and 
intradermally produce anything but a local lesion. Long duration and 
serum antibodies, proved in some cases to be present, also indicated 
a degree of immunity. The protocol of each case shows the age of 
the culture used, the amount injected and the results. 


SUMMARY OF CASE REPORTS 


Six patients with geometric phagedena were studied (1) for organ- 
isms in the existing lesions; (2) for autoinoculability of such ulcers 
and for the organisms in the ulcers resulting from autoinoculation, and 
(3) for the virulence of the organisms (obtained from the existing 
ulcers), as determined by their injection, in viable form, intracutaneously 
in the patients with these ulcers. 

Table 3 summarizes the findin,s in the 6 cases herein reported. 

Case 1 is reported, first, because the patient exhibited a character- 
istic phagedenic ulcer and, secondly, because the case illustrates the 
point that streptococci are not always found in such ulcers (see also 
case 6). Other authors have described cases in which no organisms 
or only staphylococci have been found. 

In case 2 it was demonstrated that cultures of hemolytic Staph. 
aureus and of B. proteus, both in viable form and obtained from a 
phagedenic ulcer, resulted in no reaction when they were injected sep- 
arately into the skin of the patient but resulted in the development of 
an ulcer when they were injected together. 

In case 3 it was shown that the injection of viable cultures of a 
hemolytic streptococcus and a hemolytic staphylococcus, both in viable 
form and obtained from a phagedenic ulcer, produced no reaction when 
the cultures were used separately but resulted in development of an 
abscess and of a phagedenic ulcer at the edges of the wound when the 
cultures were used together. 
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In case 4 the experiment did not prove that there was a symbiotic 
relation between the hemolytic staphylococcus and the streptococcus 
obtained from the patient’s ulcer. In view of the positive result of 
the autoinoculation, it is difficult to explain the absence of a more 
decided reaction after the injection of a viable organisiu, at least when 
the organisms were “mixed,” except on the basis that temporary 
immunity had developed in the patient or that the organisms had lost 
either a great deal of their virulence or their tendency to act in sym- 
biosis. The organisms were obtained from the original lesion two and 
one-half months previously but, interestingly, had been resown at four 
day intervals (four times) before I was ready to make the experiment, 


TABLE 3.—Results of Bacteriologic Studies 


Results of Results of Reculture 
Autoinocula- Inoculation of Inoculated 
Case Organisms tion Test Test Uleers 

1 Nonhemolytie Staph. Not done Not done BU 
aureus 

$ B. proteus; nonhemo- Negative Positive with both Both organisms 
lytic staphylococcus organisms injected obtained from 

together; negative induced ulcer 
when one type in- 
‘ jected alone 

8 Hemolytic staphylo- Not done Positive (as in Both organisms 
ecoecus and hemolytic case 2) recovered 
streptococcus 

4 Hemolytie Staph. Positive, but on 
aureus and nonhemo- culture only non- 
lytie streptococcus hemolytic strepto- 

coecus isolated 

5 Hemolytie Staph. Negative Positive (as in Both organisms 
aureus and hemolytic ease 2) recovered 
streptococcus 

6 Hemolytie Staph. culture Negative 
albus hemolytie Staph. 

albus found 


i. e., when the patient’s ulcer was decidedly improved and his resistance 
presumably much greater. 

That his resistance to the strain of streptococcus (and nonhemolytic 
streptococci are considered to be low in virulence) obtained from the 
ulcer was still not complete was shown by the greater reaction and 
slight formation of pus at the site of the inoculation, but it was great 
enough to prevent erysipelas. I might add that the use of the sulfonic 
acid compound was discontinued almost a month before the tests were 
performed. 

Autoinoculation tests with pus from phagedenic ulcers have both 
clinical and academic value. The development of satellite ulcers—pre- 
sumable proof of spontaneous autoinoculation—has been observed by 
a number of investigators, but it is not common, certainly not in 
secondary phagedena. 
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Darier? stated that in phagedena he has always found the pus 
autoinoculable but that the resultant lesion differs from the chancroid 
due to autoinoculation only in that it develops three to five days after 
the test instead of twenty-four to forty-eight hours afterward, as the 
chancroidal lesion does. 

In the ulcer due to autoinoculation in this patient, it is of interest 
to note that only the nonhemolytic streptococcus was recovered from the 
lesion. Because of this and also because of the failure to produce an 
ulcer by injection of one or both viable organisms (the staphylococcus 
of a later date which was recovered and a nonhemolytic streptococcus ), 
one is led to believe, with Meleney, that some of these ulcers require only 
a streptococcus for their development. 

The erysipelas occurring in this patient and ocksiathie at one 
border on the ulcer is of great interest. It would appear to indicate 
that the strain of streptococcus, at least in this case, is similar to that 
seen in cases of ordinary erysipelas and, furthermore, that this organ- 
ism produced a condition generally believed to be due to a single 
organism, i. e., erysipelas, and at the same time an ulcerative state (in 
the latter perhaps because of the staphylococcic association, although 
the inoculation tests gave negative results). However, ulcerative lesions 
or necrotizing ulcers are observed from time to time in areas involved 
by erysipelas. Are these ulcers of the same nature as geometric phage- 
dena and at the same time nothing but simple streptococcic affairs in 
at least some instances? Not many studies have been made from this 
aspect. Stookey ** and his co-workers stated the belief that such 
necrotizing ulcers are due to staphylococci which have dermonecrotic 
properties. They based their opinion on the fact that with a bacteria- 
free filtrate (using the staphylococcus), death of rabbits occurs from 
its intravenous injection and necrosis from its intradermal injection, 
whereas with a staphylococcus obtained from a furuncle no such result 
took place. The use of similar methods in the same manner with the 
streptococcus, obtained from a patient with erysipelas, was without 
effect. The staphylococcus obtained from this patient, however, merely 
produced an abortive papule when injected intracutaneously. How- 
ever, it is well known that the necrotizing properties of staphylococcus 
filtrates vary considerably with their source and the lesion from which 
they had been obtained.** 

Case 5 showed that the injection of cultures of a hemolytic Staph. 
aureus and a hemolytic streptococcus, both in viable form and obtained 
from a phagedenic ulcer, results in no reaction when injected separately 


22. Stookey, P. F., and others: Necrotizing Ulcers Complicating Erysipelas, 
J. A. M. A. 103:903 (Sept. 22) 1934. 

23. Greenbaum, S. S., and Harkins, M. H.: Staphylococcus Filtrates in Chronic 
Staphylococcic Pyodermas, J. A. M. A. 90:1699 (May 26) 1928. 
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into the skin of the patient but in the development of an ulcer when 
injected together. 

In case 6 it is difficult to explain the failure on both occasions of 
the viable organisms to produce a lesion at the site of injection. Either 
I failed to obtain (despite many blood agar smears and bouillon cultures) 
the organism causing the disease alone or in symbiosis with this staphy- 
lococcus, or as a result of cultures virulence was lost by this particular 
staphylococcus. In any case, the obtained hemolytic Staph. albus was 
definitely harmless by itself. The first supposition, although possible, 
is extremely difficult to accept, as I, myself, inoculated the mediums 
with considerable pus plus material obtained by a thorough rubbing of 
the swabs against the undermined walls of the ulcer. Nevertheless, 
that is what must be assumed, i. e., another organism was present which 
I failed to obtain—present in small numbers but evidently necessary to 
the production of the autoinoculation and the original lesion, either 
alone or in symbiosis and with the staphylococcus. The likelihood 
of the latter supposition is greater than that the “undiscovered” organ- 
ism could do it alone, because of the profuse pure cultures of the 
staphylococcus obtained repeatedly. 

In this patient, therefore, inoculation of the viable organism (Staph. 
albus haemolyticus, the only organism found on repeated smears and 
cultures) on two occasions yielded negative results. In other words, 
this particular strain of hemolytic Staph. albus was harmless for this 
patient, despite intracutaneous injections of 1 minim of a five day old 
culture and 1 minim of a fresh twenty-four hour culture. Was there 
another organism present in the ulcer but not discovered? If so, was 
that organism the actual etiologic factor by itself or—and this is more 
likely—was it in symbiosis with the cultured staphylococcus ? 


COMMENT 


It is important to note that these chronic ulcers have been ascribed 
to the individual action of hemolytic streptococcus (aerobic and espe- 
cially microaerophilic anaerobic), to staphylococcus, both hemolytic 
and nonhemolytic and aerobic and nonaerobic, or to the symbiotic 
action of both these types of cocci, alone or with other organisms. 
Studies herein reported and bacteriologic studies in numerous other 
ulcerative lesions would appear to indicate that the lesions are not 
always etiologically alike. 

So far as I know, this is the first time that viable organisms obtained 
from an ulcerative lesion have been injected intracutaneously in the 
person with the ulcer, i. e., in one from whom one might expect to 
obtain the most information regarding the pathogenic and etiologic 
properties of such organisms. If any one should be susceptible to the 
action of these organisms, such a person certainly should be. In such 
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a study, however, the factor of “lost” virulence of these organisms as a 
result of in vitro growth and subgrowth has to be considered, as well 
as a possible failure to culture the actual causative agent. However, 
the cultures used in my tests were twenty-four hours old, although 
even these in some instances were several generations removed from 
their original source. 

It has been claimed by Sabouraud, Mitchell ** and others that strep- 
tococci found normally on the skin are always pathogenic. Present 
studies do not indicate that this is a fact. If those found in the ulcera- 
tive lesions under discussion are not pathogenic, as indicated by their 
failure to cause a reaction when injected in viable form, then it probably 
follows that streptococci may also live as normal saprophytes on the 
human skin. This conclusion also appears to hold for the staphylococci. 

One of the most interesting facts in connection with this study is 
that which has to do with the ability of the patient—or, is it better to 
say, his skin—to localize completely the activities of the injected viable 
organisms. In so far as the original ulceration is concerned, this would 
appear to indicate special organismal virulence for the skin only. One 
wonders whether or not animal studies for determining the virulence 
and pathogenic relation of the organisms obtained from any ulcerative 
lesion are really necessary and if one cannot with safety use the patient 
for diagnostic-etiologic study of the relation of these organisms to the 
lesion. This is, for example and grossly speaking, frequently done 
with chancroids by means of: autoinoculation tests, though perhaps the 
comparison is not fair, since septicemia from the streptobacillus of 
Ducrey has not apparently been recorded. 

One likewise wonders why primary phagedenic ulcers do not occur 
oftener in patients with chronic debilitating conditions (for instance, 
ulcerative colitis, empyema and advanced pulmonary tuberculosis) or 
why they occur in some with such conditions and in some without, as in 
my patients. Furthermore, innumerable subcutaneous collections of 
pus are incised, and progressive ulceration but rarely develops on the 
incised, constantly pus-covered skin. 

That the organisms play a major part would appear to be indicated 
by the positive results of autoinoculation tests. Why is it possible to 
autoinoculate successfully with the pus (cases 4 and 6) and yet at 
times with the organisms injected intracutaneously not produce ulcera- 
tion? Is there something which cultured organisms lose but which is 
present in the pus? There are other reasons for believing that the 
organisms found in these ulcers are not the only factors in their pro- 
duction. One of the chief reasons for this belief is that the same strain 
of neither organism found in other, but clinically similar, ulcers has 


24. Mitchell, J. H.: Streptococcic Dermatoses of Ears, J. A. M. A. 108:361 
(Jan. 30) 1937. 
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been uniformly found in all of these ulcers. Would this explain the 
failure to obtain uniform results with such drugs as sulfanilamide ? 

But if the other factor or factors escape recognition, the symbiotic 
question seems to be clearly one factor, and that beyond the shadow of 
a doubt, in at least the occasional case. 

That there is another factor is indicated by what is observed in 
connection with the cure of phagedenic syphilids. Appropriate treat- 
ment for the syphilitic lesion is followed by rapid improvement and cure 
of the phagedena, thus indicating that the terrain, at least in phagedena, 
does play an important part. Is the same thing true of phagedenic chan- 
croids and the use of sulfonic acid derivatives? Does this also point to 
a special state of the skin in the primary types of phagedena? 


CONCLUSIONS 

1. The organisms found in geometric phagedena are not always cocci. 

2. The pyococci found vary. 

3. Streptococcus alone or staphylococcus alone may or may not be 
the cause, but either may be the only organism found in the given case 
of geometric phagedena. 

4. Staphylococcus and streptococcus acting together (symbiosis) 
may in a given case be the exciting cause, but certain conditions must 
be present before these organisms can act to produce the disease. 

5. In patients without systemic disease the intracutaneous injections 
of 0.5 to 1 minim of a twenty-four hour culture (1,000,000,000 per cubic 
centimeter) of the viable organisms obtained from chronic localized 
ulcerative lesions can be safely used as a means of determining the 
etiologic-pathogenic relation of these organisms to such ulcers. 

6. The cultured viable organisms (of generally accepted virulence ) 
grown from some ulcers are not always pathogenic for the person from 
whose ulcers they were obtained. The dose injected appears to me 
to be much more than would normally precede a spontaneous infection. 

7. It will require a study of more cases than I have been able to 
collect to determine: (a) the relation of the various types of organisms 
found in ulcers of this kind to the production and prolongation of 
these lesions (it is possible that in some the streptococcus is the only 
bacterial factor, in others a staphylococcus, in others both organisms 
and in still others perhaps three organisms, bacilli and cocci [Fox and 
Meleney]), and (6) the nonbacterial (allergic?) factors believed to 
be a necessary complement. 


320 South Eighteenth Street. 


ERYTHEMA NODOSUM OF THE FACE 


REPORT OF A_ CASE 


SAMUEL M. BLUEFARB, M.D. 
AND 


GEORGE E. MORRIS, M.D. 
NEW YORK 


The commonest location for erythema nodosum is the skin over the 
anterior surfaces of the tibias. Lesions are frequently seen on the arms 
and trunks as well, but lesions on the face are rare. With the cutaneous 
manifestations there is usually an associated variable degree of systemic 
disturbance. The following case merits reporting because of the extent 
and severity of the disease. 


REPORT OF CASE 


R. B., a widow 42 years old, was admitted to the dermatologic service at 
Bellevue Hospital on March 12, 1940, complaining of a painful rash of her face 
of seven days’ duration. Three and one-half weeks prior to her entry a sore throat 
developed, which had persisted for about seven days. No internal medication had 
been taken. When she had then been well for ten days, she noted the development 
of painful red spots on the cheeks and forehead. Two days later similar lesions 
appeared on the shins, thighs and arms. Two days later (three days prior to 
admission) painful and tender swelling of the left wrist developed. 

The past history revealed that she had had “rheumatism” at the age of 15 and 
had been hospitalized for two months at that time. She had 5 children, 1 of 
whom had chorea at the age of 8 years and later “heart trouble” (according to 


the family physician). 

Examination showed moderate injection of the oropharynx. Discrete non- 
tender split pea—sized firm posterior cervical nodes were palpable. The lungs 
were clear. The heart was not enlarged, and the sounds were of good quality. 
The first mitral sound was split, and a nontransmitted murmur was heard at the 
apex. No abdominal organs were palpable. The left wrist was swollen and 
exquisitely tender but showed no redness. The face showed a diffuse erythematous 
blush with tender purplish red slightly raised indurated nodules, dime sized to 
silver dollar sized, scattered over the forehead and cheeks. Similar lesions were 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Department of Dermatology and Syphilology, Third 
Medical (New York University) Division, Bellevue Hospital, service of Dr. Frank 


C. Combes. 
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seen on the legs, thighs, forearms and arms. The lesions were predominantly on 
the extensor surfaces. 

The Wassermann reaction of the blood was negative. The urine was normal, 
and complete blood counts were within normal limits. Injections of tuberculin 
in dilutions of 1: 1,000,000, 1: 100,000 and 1: 10,000 elicited negative reactions. 
The reaction to a Kolmer patch test (with tuberculin) was also negative. The 
sedimentation rate by the Westergren method was as follows: March 13, 42. mm.; 
March 22, 52 mm.; April 8, 23 mm.; April 26, 12 mm., and May 10, 12 mm. 


Fig. 1.—Lesions of erythema nodosum on face. 


A roentgenogram of the chest revealed no evidence of healed or active tuber- 
culosis. The heart was not enlarged, but there was definite prominence in the 
region of the left ventricle. 

Three electrocardiograms were taken during her stay in the hospital (fig. 2). 
The significant changes occurred in the T waves in leads I and II during her stay. 
‘On entry the T wave in lead I was bluntly upright, became inverted and later 
changed to a diphasic wave. The T wave in lead II on entry was slightly inverted, 
became definitely inverted in the second tracing and was diphasic on discharge. 
No significant abnormalities were noted in the other waves or in the time intervals 
of the electrocardiograms. 

Treatment consisted mainly of rest in bed and the administration of sodium 
salicylate and sedatives for the relief of pain. 


‘ 
we 
cay. 
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SUMMARY 
A case of erythema nodosum with lesions on the face in an adult is 


presented. 


: 


Fig. 2—Electrocardiograms. A, March 14: the T wave in lead I is bluntly 
upright and the T wave in lead II slightly inverted. B, April 3: the T wave in 
lead I is inverted and the T wave in lead II definitely inverted. C, May 14: the 
T waves in leads I and II are becoming diphasic. 


Significant changes are also shown in the electrocardiographic 


tracings of the patient. 


SOLITARY GUMMATOUS SPOROTRICHOSIS 
OF TWO YEARS’ DURATION 


REPORT OF A CASE 


PAUL V. GRAHAM, M.D. 
WHEELING, W. VA, 


Solitary sporotrichotic lesions constitute a rare clinical entity. The 
first case of this type was reported in 1933, in which the condition was 
a “chancre” of five months’ duration.’ A survey of the previous reports, 
derived from the Quarterly Cumulative Index Medicus, marks this as 
the second example of a single lesion and the first of a solitary lesion of 
a gummatous character to be cited. 

Secondary lesions usually appear soon after primary inoculation sites 
are established, and the latter is usually considered by both the patient 
and the examiner to be an inconsequential infection. For these reasons 
single sporotrichotic nodules are not recognized. 

A review of the literature discloses no advance in the means of diag- 
nosis and treatment of sporotrichosis since the comprehensive discussion 
by de Beurmann? in 1912, except for the detection of spores in the 
stained primary smear.* Many clinical varieties of the disease have been 
described, and the variants of the causative agent have been numerous.* 


REPORT OF CASE 


History.—The patient was a 73 year old white man, a native of Kentucky, a 
watch repairman by trade, who entered the dermatologic clinic of the Louisville 
City Hospital on Jan. 30, 1940. His family and past history were not unusual. 
He had lived in the city for twenty years and stated that he had only inadvertent 
contacts with plants or animals. Two years previously he first noticed a nonpainful 
red pimple with a white top on the left wrist. He removed the top repeatedly 
and painted the surface with tincture of iodine, but healing was never complete. 
Two months before he came to the hospital the lesion began to increase in size 
and became slightly painful on palpation. 


From the Department of Dermatology and Syphilology of the Louisville City 
Hospital. 

1. Campbell, F. K., and Plunkett, O. A.: Sporotrichotic Chancre, Arch. 
Dermat. & Syph. 28:61-65 (July) 1933. 

2. de Beurmann, L.: On Sporotrichosis, translated by R. U. MacKenna, 
Brit. M. J. 2:289-296, 1912. 

3. Lawless, T. K.: The Diagnosis of Sporotrichosis, Arch. Dermat. & Syph. 
22: 381-388 (Sept.) 1930. 

4, Gasper, W.: Gummése Mykosen und verwandte Krankheiten (Sporotrichose, 
Blastomykose usw.), Dermat. Ztschr. 73:308-311, 1936. 
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Physical Examination—Except for the cutaneous lesion and a blood pressure of 
212 systolic and 100 diastolic the results of physical examination were normal for 
his age. 

On the left wrist near the head of the ulna was an irregularly shaped, well 
defined mass, measuring 1.9 by 2.2 cm. and elevated 0.5 cm. above the level of the 
skin. The surface was roughly granular and had a slight amount of serous 
exudate; pinhead-sized areas of glairy yellow pus were scattered throughout. The 
mass was moderately indurated, not attached to underlying tissue and surrounded 
by an erythematous zone 0.8 cm. wide. 

Laboratory Examination—The Kahn reaction of the blood was negative. There 
were 2,200,000 red blood cells per cubic millimeter, with 8 Gm. of hemoglobin. 
White blood cells were normal in total and differential counts. Roentgenograms 
of the lungs revealed slight generalized increase in lung markings. 


Fig. 1—Culture of pus on Sabouraud’s medium. 


Microscopic examination of pus from the cutaneous lesion with 20 per cent 
sodium hydroxide failed to disclose spores or mycelia. Cultures of pus on Sabou- 
raud’s medium grew Sporotrichum schencki (fig. 1). 

Histologic examination of sections of skin showed hyperplasia of the epithelium 
with numerous small abscesses within the hyperplastic rete pegs; there was a 
severe inflammatory reaction in the corium, and the infiltrating cells were princi- 
pally polymorphonuclear leukocytes and monocytes, with an occasional small giant 
cell. No parasites were found. 

Stool cultures for fungi grew a penicillium, and sputum cultures grew only 
bacteria. A culture on Sabouraud’s medium of a secondary follicular pustule gave 
no growth. 

Intracutaneous tests with blastomycin gave no reaction. 

Clinical Course—Administration of a saturated solution of potassium iodide 
was begun on February 8, with an initial dose of 6 cc. daily. The dose was 
increased to 15 cc. daily within two weeks and after the third week was maintained 
at 20 cc. daily. Local treatment consisted of cleansing with 70 per cent alcohol, 
followed by application of a dry sterile dressing. During the fourth week a 
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moderately indurated follicular pustule developed 2.5 cm. proximal to the original 
lesion (fig. 2). By the end of the sixth week the follicular pustule had healed 
and the primary lesion had undergone involution to one-half its original size. 
After the seventh week only slight scarring marked the site of the original nodule. 
The administration of potassium iodide was continued orally with a dose of 15 cc. 
daily. 
EXPERIMENTAL STUDIES WITH ADULT MALE RATS 

The first animal was inoculated intraperitoneally with a suspension 
of th: sporotrichum culture produced on Sabouraud’s medium from the 
primary lesion; it showed gross evidence of epididymitis in two weeks 
and was killed at five weeks. Several abscesses approximately 3 mm. 
in diameter were present on each epididymis. Culture of these abscesses 
reproduced a typical growth of S. schencki. Histologic examination 
revealed an acute purulent inflammation with abscess formation through- 


Fig. 2.—Healing gummatous lesion with secondary follicular pustule (fourth 
week of treatment). 


out the entire epididymis. The testes showed increased spermatogenesis 
with purulent inflammation along the tunica. No sporothrix was seen. 
Other organs were normal. 

The second animal was inoculated intraperitoneally with pus from 
the secondary follicular pustule. It failed to reveal any evidence of 
infection and was killed on the forty-second day. No pathologic changes 
were found, and cultures of the epididymis failed to grow fungi. 


COM MENT 


Although the secondary lesion described was assumed to be non- 
sporotrichotic after culture and animal inoculation failed to demon- 
strate a sporotrichum, the effect of concomitant iodide therapy to negate 
a single cultural attempt must be realized. Even material from the 
lesions of untreated patients is at times cultured with difficulty, and the 
organism is found only after several attempts. Unfortunately no animal 
was inoculated with material directly from the primary lesion, and thus 
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lacking a comparison the reliability of a single negative animal transfer 
is open to question. It is of interest that de Beurmann ? in one of his 
cases noted “a papillomatous patch of secondary infection developed in 
the neighborhood of the first lesion.” 


SUMMARY AND CONCLUSIONS 


A case of solitary gummatous sporotrichosis is reported and is 
believed to be the first of its type to be reported. 

The following conclusions were made: 

1. Single sporotrichotic lesions are rarely recognized. 

2. Diagnosis of sporotrichosis without cultural studies is impossible. 

3. There is little if any doubt in regard to the specificity of iodide 
therapy in sporotrichosis, and in this capacity it has been advocated as 
a therapeutic test. Complete healing without benefit of local medication 
in this case occurred within seven weeks after the institution of adminis- 
tration of potassium iodide orally. 

Dr. Morris Moore, of St. Louis, cooperated in the mycologic studies and 


identified the organism as S. schencki. Dr. A. J. Miller, of Louisville, Ky., made 
the histologic reports. 


PSEUDOACTINOMYCOTIC EPITHELIOMA OF 
THE FACE 


HERMAN CHARACHE, M.D. 
BROOKLYN 


In 1935 Lumiére, Gaté, Michel and Dugois! described a case of 
neoplasm of the face of the pseudoactinomycotic type. The case gave 
the authors a great deal of difficulty in diagnosis. Histologic examina- 
tion of the lesion showed no malignancy. All other laboratory tests 
failed to identify the lesion. Because of the suppurative character of 
the lesion and the edematous infiltration of the chin a clinical diagnosis 
of actinomycosis was made, and the patient was treated accordingly. 
The treatment was of no avail, and the patient died later from broncho- 
pneumonia. Histologic study of postmortem sections of all the lesions 
resulted in a diagnosis of epithelioma. 

A similar patient with pseudoactinomycotic carcinoma was admitted 
to the Brooklyn Cancer Institute in 1938. A comparative study of the 
clinical and histologic observations and photographs of the two lesions 


proved that they are identical. This case is the only one of its kind 
encountered at the Brooklyn Cancer Institute. No mention is made 
of the subject in the current textbooks. However, in a review of the 
literature from 1915 to 1940, reports of 3 additional cases of pseudo- 
actinomycotic epithelioma of the face? and of 6 cases of concurrent 
carcinoma and actinomycosis * were found. 


REPORT OF A_ CASE 


J. M., a white man aged 78, was admitted to the Brooklyn Cancer Institute 
on April 27, 1938, complaining of pain and difficulty in opening his mouth. Four 
months previous to admission he noticed a small pimple on his chin. He kept on 
scratching it until it became “sore” and bled at times. Shortly afterward the 


From the Brooklyn Cancer Institute. 

1. Lumiére, A.; Gaté, J.; Michel, P. J., and Dugois, P.: Bull. Soc. frang. 
de dermat. et syph. 42:366, 1935. 

2. Marin, A.: Bull. Soc. franc. de dermat. et syph. (Réunion dermat., Lyon) 
43:30, 1936. Nicholas, J.; Favre, M., and Massia: Bull. et mém. Soc. méd. d. 
hop. de Paris 43:988, 1919. 

3. Ruby, F. M.: J. Indiana M. A. 28:271, 1935. Sebba, M.: Ztschr. f. 
Stomatol. 32:931, 1934. Hendry, N. V.: Beitr. z. klin. Chir. 129:157, 1923. 
Wakeley, C. P. G.: M. Press & Rec. 185:315, 1933. 
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whole chin and the lower lip became involved. Eventually his mouth became 
contracted, which interfered with his speaking. His mouth “would not move” 
when he spoke. 

Examination revealed that the entire lower lip and chin were covered with 
numerous irregular indurated nodules and pustules (fig. 1). The lower lip was 
practically destroyed and was replaced by a necrotic growth and indurated, ulcer- 
ated and exudative areas. The mucous membrane of the lower gums and adjoin- 
ing cheek was equally involved. The surrounding area was red and indurated. 
The submaxillary glands were enlarged, particularly on the left side. As the 
patient was able to open his mouth only about one third of its normal circum- 
ference, his speech was defective. The rest of the physical examination did not 


reveal anything of significance. 


Fig. 1.—Pseudoactinomycotic epithelioma of the face, involving the chin and 
the lower lip. 


Roentgenographic examination of the mandible showed circumscribed pea-sized 
areas of alternately increased and decreased density. The right half of the 
mandible was slightly eroded, which was interpreted as indicating a low grade 
osteomyelitis. Histologic examination of one of the nodules was made by Dr. 
H. Bolker, and the histologic diagnosis was prickle cell type epithelioma (fig. 2). 

Examination of the blood showed 4,970,000 red blood cells, 77 per cent hemo- 
globin and 13,000 white blood cells, with 68 per cent polymorphonuclear leukocytes, 
31 per cent lymphocytes and 1 per cent eosinophils. The Wassermann reaction 
was negative. Chemical examination of the blood revealed 18.75 mg. of urea, 
1.25 mg. of creatinine and 95 mg. of sugar per hundred cubic centimeters. Smears 


from the pus were not made. 
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The patient received a course of roentgen ray therapy followed by insertion 
of radium needles five months later. By April 20, 1939 most of the lesion on the 
chin appeared smooth, but the angle of the right side of the mouth ulcerated and 
broke down, exposing the mandible and destroying part of the cheek. 

The patient remained in the hospital until June 1939, when he was transferred 
for custodial care to an institution for the care of the chronically sick, where he 


Fig. 2—Photomicrograph showing sheets of tumor cells with formation of 
epithelial pearls and pronounced stromal lymphocytic infiltration. 


died on April 30, 1940. An autopsy revealed the following pertinent conditions : 
(1) carcinoma of the lower lip with extensive destruction of the surrounding soft 
tissues and mandible, (2) an old healed tuberculous lesion of the upper lobe of 
the right lung, (3) left ventricular hypertrophy, (4) septic spleen, (5) generalized 
arteriosclerosis, (6) cholelithiasis, (7) nephrosclerosis and (8) diverticulosis of 
the sigmoid. 
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SUMMARY AND CONCLUSIONS 
A case of pseudoactinomycotic epithelioma of the face is reported, 
and the literature is reviewed. The following conclusions may be drawn: 
1. Pseudoactinomycotic epithelioma of the face is a clinical entity. 


2. Clinically the disease resembles actinomycosis more than epithe- 
lioma. 


3. A normal histologic picture does not rule out malignancy ; neither 
does it prove the lesion to be actinomycosis. 


4. Repeated histologic examination of different areas will often prove 
the diagnosis. 
5. The treatment is by roentgen rays or radium. 


75 Prospect Park, South West. 


SARCOMA ARISING IN AN ORGANIZED HEMATOMA 
RESULTING FROM A SINGLE TRAUMA 


REPORT OF A_ CASE 


JOSEPH J. ELLER, M.D. 
Attending Dermatologist, New York City Hospital 
AND 
LLOYD H. KEST, M.D. 
Assistant Attending Dermatologist, New York City Hospital 
NEW YORK 


Causal relation between the development of a malignant neoplasm 
and a single trauma is always a moot question. The history in our case 
appears to be definite, as the patient was under observation from the 
time of the injury until the new growth developed. We therefore felt 
that this case was of sufficient interest to report. 


REPORT OF CASE 


H. W., a white man aged 40, owner of a lumber mill, was in good health all 
his life. One year before we first examined him he bumped his forehead against 
a wooden beam. Immediately afterward a hematoma the size of a small marble 
appeared at the site of injury. It remained the same size for approximately six 
months, at which time a physician made an unsuccessful attempt to aspirate the 
lesion. After this there was a gradual enlargement of the tumor. The patient 
stated that there was no lesion of any kind on the forehead prior to the injury. 
This was corroborated by his brother, a physician. 

On examination the patient presented a brownish purple circumscribed nodule, 
1.5 by 2 cm., near the middle of the forehead. This was firm except at the center, 
where it was soft and slightly umbilicated. It had the appearance of an organized 
hematoma. Under local anesthesia with procaine hydrochloride the lesion was 
excised widely. The wound was closed with silk sutures and healed in two weeks 
with an insignificant scar. Four months later there was a recurrence, manifested 
by a pea-sized nodule, with some infiltration and fixation of the skin to the tissues 
below. Another wide excision was made. Six weeks later a small nodule appeared 
near the center of the second incision. This lesion was electrocoagulated under 
local anesthesia. This healed quickly, and six months elapsed without any 
recurrence. 

Roentgen examinations of the skull showed no pathologic changes. The patient 
was in good general health. At no time was there any glandular enlargement. 

Because of the controversy concerning cases of this type, sections of tissue 
obtained from the first and second excisions were sent to several pathologists, 
whose reports are given in detail. Six of them considered the tissue to be either 
fibrosarcoma or angiosarcoma. with a low grade of malignancy. One made a 


diagnosis of neurofibroma. 
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On Dec. 15, 1939 Drs. D. L. Satenstein and D, Wilbert Sachs reported on the 
first biopsy specimen as follows: 

“Microscopic diagnosis: small spindle cell sarcoma with hemorrhage. 

“The entire section is composed of a large cellular mass, the cells of which 
are all spindle shaped and closely packed and run in all directions. There is only 


Photomicrograph of a section of tissue (high power). 


a faint amount of cutis framework between the cells. Between the cell mass 
there are several thin-walled markedly dilated blood vessels filled with blood 
elements. There is considerable hemorrhage and pigment present.” 

On April 10, 1940 the second biopsy specimen was reported on by the same 
pathologists as follows: 

“Microscopic diagnosis: small spindle cell sarcoma with hemorrhage. 

“One portion of the section is composed of a large cellular mass with only 
a very small amount of stroma between the cellular elements. The cells are all 
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spindle shaped and very densely packed and run in all directions; at one edge of 
the section they take on a whorl formation. Throughout the entire mass there 
is a pronounced degree of pigment and hemorrhage present. The fat zone is 
entirely free of the aforementioned cellular elements.” 

On Jan. 30, 1940 Dr. Emmerich von Haam reported: 

“The tumor is undoubtedly malignant, belonging to the group of mesenchymal 
malignant conditions or sarcomas. For a differential diagnosis as to the specific 
histologic type, the following possibilities have to be considered: (1) fibrosarcoma 
arising in an organized hematoma, (2) neurogenic sarcoma and (3) melanosarcoma. 
It is true that most of the pigment is apparently hemosiderin! and should show 
an iron-positive stain. Still the arrangement of the cells in whorls leaves this 
possibility open for discussion. In order to decide this academic question I should 
like to have the Masson trichrome stain and the Mallory aniline blue stain used. 
The Masson stain will definitely bring out whether the tumor is a fibrosarcoma. 
I think that a final diagnosis cannot be made without the use of special stains, but 
I must admit that the picture is compatible with a diagnosis of fibrosarcoma, and 
since the law of averages would favor such a diagnosis, it would be my choice. 
With regard to angiosarcoma, I may remark that the blood spaces visible in the 
tumor are apparently the result of old hemorrhage, as evidenced by the marked 
accumulation of pigment. There are no blood spaces formed with circulating 
blood except small capillaries, which have a distinct wall. For this reason I do 
not favor angiosarcoma.” 

On Jan. 29, 1940 Dr. Hamilton Montgomery reported as follows: 


“I favor the diagnosis of angiosarcoma grade I or possibly a hemangioendo- 
thelioma as the second choice. If this man had more lesions one might think of a 
Kaposi sarcoma. It might be well to make sure that the pigment is iron and not 
melanin, although the evidence points to its being iron.” 

Dr. Paul Klemperer, on Jan. 27, 1940 reported as follows: 


“The tumor is cellular and shows sporadic mitoses which seem to be regular. 
On account of the cellularity, one might be inclined to make the diagnosis of 
fibrosarcoma, and because of the large amount of what seems to be blood pigment 
and an apparent arrangement suggesting capillaries, I can also understand the 
diagnosis of angiosarcoma. I should like to be definitely certain that the pigment 
is blood pigment; a stain for iron should be made. Assuming that the reaction 
to this is positive, the question boils down to whether this condition is a sarcoma 
or a nonmalignant fibroangiomatous tumor. In favor of the latter is the fact 
that the section resembles very much that of cutaneous tumors I have relatively 
frequently known to occur on the shin bone, which are generally deeper yellow 
and have existed for some time before removal. In these tumors there is a very 
similar proliferation of fibroblasts and capillary structures intermingled with 
xanthoma cells. I have found them invariably benign and without recurrence 
after removal. I seriously consider that this lesion belongs to the same group, 
and the history of trauma seems to corroborate this diagnosis. I believe that 
whatever the histologic diagnosis is, a surgical removal of the tumor would be 
ali that is required, and I do not think that any additional treatment would be 
necessary. I believe that this lesion is not easily classifiable, but for the sake of 
making a diagnosis I should call it a fibrosarcoma of low grade malignancy.” 

Dr. J. Frank Fraser reported: 

“There are many mitotic figures in the tissue. I am inclined to think the 
lesion is a blood sarcoma. I suggest the use of a prussian blue stain for iron.” 


1. Stain showed hemosiderin. 
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On Sept. 12, 1940 Dr. Fred D. Weidman made the following report: 

“I imagine that all of the pathologists have about the same diagnosis in mind, 
namely, that the lesion is a low grade sarcoma of the order of a fibrosarcoma but 
with vascular intermixtures. I should say that the condition has the same signifi- 
cance as the dermatofibrosarcoma protuberans of Hoffman.” 

On Dec. 30, 1939 Dr. Francis Carter Wood reported: 

“It seems to me that the histologic picture is not that of a malignant growth 
but shows the twisted imbricated type of cell structure which is seen in neuro- 
fibromas. Also large phagocytic giant cells can be seen filled with pigment. One 
does not see these features in true tumors of this type. I observed a case in 
which a neurofibroma was stimulated by injury, became malignant and rapidly 
caused the death of the patient, but I see no evidence of such stimulation in these 
sections. Therefore, I think it would be unjustifiable to institute vigorous treat- 
ment. Irradiation is certainly of no value, because if this tumor is malignant it is 
a type which is out of reach of radium control. Of utmost importance is watching 
for any return of the condition. Of course, I cannot tell from the sections whether 
the excision was complete. If there is any suspicion that there is some tumor left 
in situ it had better be removed with a cautery knife.” 

On April 15, 1940 Dr. Wood reported on the second growth as follows: 

“The tissue is exactly similar to that which was removed before and is therefore 
not a recurrence but a remnant which was left in. It still has the same morphologic 
changes as the original piece and is a neurofibroma, not a spindle cell sarcoma. 
There is also a nerve trunk in one portion of the section. I think a fairly wide 
resection of the scar must be made, because if that is not done there will be 
continued recurrences, and ultimately the growth will gain some speed and approxi- 
mate the qualities of a sarcoma.” 

SUMMARY 


We present a case which we believe to be one of a sarcomatous new 
growth arising in an organized hematoma resulting from a single trauma. 


745 Fifth Avenue. 
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HERPES SIMPLEX 


A CASE OF AN UNUSUALLY EXTENSIVE, RECURRENT TYPE, 
APPARENTLY CURED AFTER AUTOSEROTHERAPY 


CARMEN C. THOMAS, M.D. 
PHILADELPHIA 


Herpes simplex occurring in the absence of acute infections is not a 
particularly common disease and is often a source of great discomfort 
to its victims because of frequent recurrences. Almost any location of 
the body may be affected, chiefly, however, the mucocutaneous junc- 
tions, the face, the fingers, the buttocks and the external genitalia. The 
scalp and the trunk are considered fairly uncommon sites (Schonfeld *). 
Herpes simplex is most frequently found in young adults and in per- 
sons up to the fourth decade in age. The disease has a tendency to 
recur at the same or closely adjacent sites, often over periods of years. 
According to Schonfeld,’ simultaneous outbreaks on two different parts 
of the body are uncommon. 

Herewith is reported a case of herpes simplex recurring at different 
sites on the body over a period of twelve years, involving during that 
time the arms, shoulders, flanks, buttocks, thighs and external genitalia. 
Apparent cure was obtained by intracutaneous injections of autoserum. 


REPORT OF CASE 


L. R., a 26 year old Negress, was first seen in 1936 at the syphilis clinic 
of the Hospital of the University of Pennsylvania, being referred because routine 
examination had disclosed a positive reaction to a serologic test. A history sug- 
gestive of syphilis was not obtained, and physical examination disclosed no abnor- 
malities aside from a moderate hypertrichosis of the face and chest and peculiar 
discrete hyperpigmented grouped scars scattered over the buttocks and thighs. 
Serologic tests repeatedly gave strongly positive reactions, and the patient was 
given antisyphilitic therapy. After she had received ten injections of bismuth 
subsalicylate and five injections of trisodium arsphenamine sulfonate without 
reaction, a generalized follicular eruption developed with swelling of the face. 
Antisyphilitic treatment was discontinued, as the eruption developed into an acute 
exfoliative dermatitis. After five months, however, recovery was complete. 

Shortly after this, on reexamination of the patient, a crop of tense grouped 
vesicles was seen on the lower part of the abdomen and on the left arm. On 


From the Hospital of the University of Pennsylvania and the Department of 
Dermatology and Syphilology, University of Pennsylvania School of Medicine, 
John H. Stokes, M.D., Director. 

1. Schénfeld, W.: Herpes Simplex, in Jadassohn, J.: Handbuch der Haut- 
und Geschlechtskrankheiten, Berlin, Julius Springer, 1928, vol. 7, pt. 1, pp. 83-122. 


817 


818 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


questioning, the patient stated that since she was 15 years old similar lesions 
had appeared periodically on all parts of the body except the head, neck, lower 
parts of the legs, palms and soles. The first group of such lesions had appeared 
on the back of the thigh, being preceded by a slight burning sensation. This 
was soon followed by a group of tense vesicles, having at times a purulent and 
at other times a clear serous content, which in the course of five to seven days 
dried. Each lesion left a characteristic scar. There were never more than one 
or two groups of lesions present at any one time, and only twice did a new group 
develop at the site of a former lesion. New groups of lesions developed every two 
to three weeks, being most frequent at the time of the menses, and after the 
arsenical dermatitis early in 1937 the trunk and arms were also involved. 

During the following three years, to the time of this report, I saw this patient 
with at least fifteen different crops of lesions at different sites, all following 
exactly the sequence previously described, their typical appearance being illus- 
trated in figure 1. 


Fig. 1—A, a three day old lesion, showing grouped vesicles with seropurulent 
contents on an erythematous base. 8, a scar two weeks after disappearance of 


a lesion. 


Inquiry into the past history threw little further light on the problem. The patient 
had had measles and mumps in childhood but not varicella. She was successfully 
vaccinated against smallpox at the age of 6. The menses were established at the 
age of 10% years. They were somewhat irregular and rather profuse until 
the patient was 21 years old, when they began to occur at twenty-eight day inter- 
vals and lasted two days. At about this time the patient, who had been somewhat 
overweight (5 feet [152 cm.] tall and weighing 140 pounds [63.5 Kg.]), lost 15 
pounds (7 Kg.) for no apparent reason. Aside from having injured the back 
in a fall, the patient had been in excellent health. Eariy in 1938 she had gonococcic 
salpingitis on the left side. There were two pregnancies, one at the age of 15 
resulting in a full term healthy child, which died at the age of 9 months of 
convulsions, and one at the age of 18 resulting in a 6 month fetus. 

The parents and 3 sisters were living and well. One brother had died shortly 
after birth. The paternal grandmother was an American Indian; the mother and 
father were of West Indian ancestry. There was no known history of any 


cutaneous disease in the family. 
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The patient was well developed, intelligent and cooperative. Examination 
(May 1939) showed, aside from a moderate degree of ichthyosis, scattered partly 
hyperpigmented and partly depigmented scars over the arms, shoulders, flanks, 
buttocks and thighs. There was a moderate hypertrichosis of the chin and of the 
sides of the face. 

The cervical, axillary and inguinal lymph nodes were palpable. A thorough 
physical examination revealed four infected teeth and a quiescent salpingitis on 
the left side. No other abnormalities were disclosed. The nose and throat were 


Fig. 2.—Photomicrograph (x 72) of tissue from a three day old lesion on the 
arm (hematoxylin and eosin stain), showing a loculated vesicle in the epidermis. 
Fibrin threads and a polymorphonuclear cell exudate make up the contents, with 
tracts of perivascular and periappendicular lymphocyte infiltration extending into 
the surrounding corium. 


found to be free of foci of infection. The urine was nomal. Examination of the 
blood showed 4,280,000 red blood cells, 78 per cent hemoglobin and 6,400 leuko- 
cytes, with 35 per cent polymorphonuclear leukocytes, 60 per cent lymphocytes, 
2 per cent monocytes and 3 per cent eosinophils. A serologic test of the blood 
and examination of the spinal fluid for syphilis gave negative results. 

A biopsy of a two day old herpetic lesion on the upper part of the left arm 
was made on October 3. The histologic section (fig. 2) showed the epidermis 


if 
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to be normal except near the borders of the lesion, where it became slightly 
acanthotic. It was definitely thinned over the loculated cyst which occupied the 
lower part of the epidermis and the upper part of the corium. The cyst contained 
fibrin, many polymorphonuclear leukocytes and some chromatophores. No epi- 
dermal cells showing “balloon degeneration” could be found. For some distance 
to either side of the lesion tracts of lymphocytic infiltration extended into the 
corium. They were for the most part perivascular and periappendicular. 

At no time during the four year observation period was a rise in temperature 
noted in conjunction with outbreaks of herpetic lesions. Only twice did more 
than one group of lesions develop simultaneously. This occurred in November 
and in December 1939; the first time a group appeared both on the sacrum and 
on the left labium majus, and the second time four groups of lesions appeared 
together in zosteriform distribution on the back of the left thigh. Repeated attempts 
at autoinoculation with the contents of the herpetic vesicles both by intracutaneous 
injection and after scarification of the skin were unsuccessful. Culture of the 
vesicle contents and use of the Gram stain revealed no organisms. 

On May 2 the left cornea of a male white rabbit was inoculated with the material 
from a typical three day old lesion. Both corneas of the rabbit were anesthetized with 
a l per cent solution of pontocaine hydrochloride. Both were scarified in identical 
fashion with sterile lancets, parallel light horizontal strokes being used, the lancet 
used on the left cornea being first moistened with contents from the lesion. Six days 
after inoculation the left eye began to exude creamy pus, and after ten days a 
pannus covered the entire cornea. The right eye remained normal. On the 
eleventh day the rabbit became restless, the head was held flexed to the left and the 
right front leg became paralyzed. The animal was killed on the fifteenth day, having 
typical symptoms of encephalitis. 

During the following five months the patient continued to have new outbreaks 
of lesions at intervals of one to two weeks. It was then decided to attempt 
desensitization by injections of autoserum according to the method of Geber, as 
described by Urbach in connection with the treatment of menstrual dermatoses.* 
In late October some blood was withdrawn just as a new outbreak of lesions was 
occurring. The serum was separated by centrifugation and stored in sterile 
ampule vials with tricresol as a preservative. Twice weekly 0.2 cc. of this auto- 
serum was injected intradermally, the same site being used for four successive 
injections. This form of treatment was carried out for ten weeks with three different 
batches of autoserum. During the first month of treatment (November) three 
outbreaks of lesions occurred ; during December there was one and in January one. 
Treatment was stopped early in February 1940, when the patient had an attack 
of grip. There occurred one more very short and light outbreak in March 1940, 
but since that time (one year) the patient has been completely free of any 
herpetic lesions. 

COM MENT 


Spontaneous remissions of herpetic infections are known to occur, 
and the success of this form of treatment may have been no more than 
coincidental. On the other hand, the prompt reduction in severity and 
frequency of attacks when desensitization was started, with complete 
cessation within three months, argues perhaps for the specificity of the 
method. 


2. Urbach, E.: Menstruation Allergy or Menstruation Toxicosis, Internat. 
Clin. 2:161-169, 1939. 
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SUMMARY 


A case is reported in which herpes simplex occurred in a 26 year 
old Negress periodically after the age of 15. After an attack of arsenical 
dermatitis the attacks became more frequent and widespread, recurring 
at intervals of one and two weeks and involving in the course of time 
the entire cutaneous surface except that of the face, scalp, neck, fore- 
arms and legs. At times multiple groups of lesions developed, having 
during one outbreak a zosteriform distribution. Herpes virus was dem- 
onstrated by the production of keratitis and encephalitis in a rabbit after 
corneal inoculation of material from one of the lesions. 

Apparent cure was obtained after intracutaneous desensitization with 
autogenous blood serum withdrawn at the height of an attack of 


herpes. 


Dr. Erich Urbach supplied valuable suggestions in this study. 
1930 Chestnut Street. 
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NECROBIOSIS LIPOIDICA 


A FORM OF GRANULOMA ANNULARE? 


FRANCIS A. ELLIS, M.D. 
BALTIMORE 


In 1929* and in 1932? Oppenheim described a “specific” form of 
disseminated degeneration of the connective tissue of the skin in persons 
with diabetes. Urbach* reported an apparently similar disease in 1932 
and proposed the name necrobiosis lipoidica diabeticorum. He gave the 
results of staining sections of the skin for fat. The number of reports 
of cases of necrobiosis lipoidica rapidly accumulated. In 1939 Boldt * 
reviewed the subject and collected a total of 74 cases that had been 
reported since 1930. In 1940 Hildebrand, Montgomery and Rynearson ° 
stated that 86 cases had been recognized. Examples of the disease have 
been reported in nondiabetic patients, in patients with normal sugar 
tolerance and in patients in whom the values for lipoids, cholesterol and 
cholesterol esters in the blood were within normal limits. Ulcers 
developed in some patients with necrobiosis lipoidica; in others there 
was complete healing with little or no residuum. 

It is interesting that this new syndrome suddenly appeared in 1929 
and that an average of 8 cases a year have been reported since Oppen- 
heim’s original report. Has a new previously unrecognized disease 
appeared, or has an unusual variant of a well known syndrome been 
discovered ? 


From the Department of Dermatology, Johns Hopkins University School of 
Medicine. 

1. Oppenheim, M.: Eigentiimliche disseminierte Degeneration des Bindge- 
webes der Haut bei einem Diabetiker, Zentralbl. f. Haut- u. Geschlechtskr. 32:179, 
1930. 

2. Oppenheim, M.: Eine noch nicht beschriebene Hauterkrankung bei Diabetes 
mellitus (Dermatitis atrophicans lipoides diabetica), Wien. klin. Wchnschr, 45:314, 
1932; Ueber eine bisher nicht beschriebene, mit eigentiimlicher lipoider Degeneration 
der Elastica und des Bindegewebes einhergehende chronische Dermatose bei Dia- 
betes mellitus (Dermatitis atrophicans lipoides diabetica), Arch. f. Dermat. u. 
Syph. 166:576, 1932. 

3. Urbach, E.: Beitrage zu einer physiologischen und pathologischen Chemie 
der Haut: Ein neue diabetische Stoffwechseldermatose; Nekrobiosis lipoidica 
diabeticorum, Arch. f. Dermat. u. Syph. 166:273, 1932. 

4. Boldt, A.: Zur Kenntnis der Necrobiosis lipoidica (“diabeticorum”), Arch. 
f. Dermat. u. Syph. 179:74, 1939. 

5. Hildebrand, A. G.; Montgomery, H., and Rynearson, E. H.: Necrobiosis 
Lipoidica Diabeticorum, Arch. Int. Med. 66:851 (Oct.) 1940. 
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In April and in May 19347 Traub presented before dermatologic 
societies a nondiabetic patient for diagnosis. The values for sugar and 
cholesterol in the blood were normal. Microscopic examination of a 
section of skin showed circumscribed areas of abnormal collagen and a 
few giant cells in islands of lymphocytic cellular infiltrate. Wise sug- 
gested the diagnosis of necrobiosis lipoidica diabeticorum. The lesion 
was described as having a yellow, waxy center with telangiectatic super- 
ficial blood vessels and a peripheral purplish zone surrounded by a 
narrow halo of erythema. Wise, Riordan and Sulzberger suggested 
the diagnosis of necrobiosis lipoidica diabeticorum. When the patient 
was presented at the Atlantic Dermatologic Conference in November 
1934, Wise stated that the lesion had been proved not to be one of 
necrobiosis lipoidica diabeticorum. Ellis suggested the diagnosis of 
granuloma annulare, and Ketron discussed the possibility of a relation 
between granuloma annulare and necrobiosis lipoidica diabeticorum. A 
second case of “morphea-like lesions with tuberculoid structure” was 
reported by Traub in 1937,° and the question was posed as to whether 
this patient had necrobiosis lipoidica diabeticorum. Later both of these 
cases were accepted by Traub ’® as instances of necrobiosis lipoidica 
without diabetes. 

Bruce-Jones '' reported the case of a patient with a tuberculous back- 
ground who had a lesion which clinically resembled morphea but 
histologically suggested necrobiosis diabeticorum. In discussing the case 
Goldsmith stated that he considered scleroderma-like erythema induratum 
and necrobiosis lipoidica different phases of the same disease. In 1935 
Goldsmith *? reported a case of necrobiosis lipoidica in which he had 
considered the alternate diagnosis of a morphea-like type of indurated 
tuberculosis. Extracellular fat was demonstrated. In 1937 Jamieson ** 
reported a case of necrobiosis lipoidica diabeticorum and compared the 


6. Traub, E. F.: A Case for Diagnosis (Morphea-Like Tuberculosis Cutis? 
Morphea?), Arch. Dermat. & Syph. 30:902 (Dec.) 1934. 

7. Traub, E. F.: A Case for Diagnosis (Morphea-Like Tuberculosis Cutis? 
Morphea?), Arch. Dermat. & Syph. 31:120 (Jan.) 1935. 

8. Traub, E. F.: Morphea, with Histologic Picture of Tuberculoid, Arch. 
Dermat. & Syph. 32:953 (Dec.) 1935. 

9. Traub, E. F.: Morphea-Like Lesions with a Tuberculoid Structure, Arch. 
Dermat. & Syph. 35:1194 (June) 1937. 

10. Traub, E. F.: Personal communication to the author. 

11. Bruce-Jones, D. B. S.: A Case Clinically Resembling Morphoea with a 
Tuberculous Background and Indeterminate Histology Suggestive of Necrobiosis 
Lipoidica, Brit. J. Dermat. 49:238, 1937. 

12. Goldsmith, W. N.: Necrobiosis Lipoidica, Brit. J. Dermat. 47:121, 1935. 

13. Jamieson, R. C.: Necrobiosis Lipoidica Diabeticorum, Arch. Dermat. & 
Syph. 36:912 (Oct.) 1937. 
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process to a morphea-like sarcoid. Gross '* reported a case of possible 
necrobiosis lipoidica under the title of morphea with xanthomatosis 
infiltration. 

In some of the dermatologic textbooks published in the first decade 
of the twentieth century the terms granuloma annulare, erythema 
scleroticum and erythémato-sclérose are listed synonymously. Hyde ™ 
described the lesion as having a lucent and sclerotic surface and in some 
instances surrounded by a dark or violaceous zone. 


Fig. 1—Photomicrograph of tissue from the center of a necrobiotic area (high 
power magnification). The necrobiosis is not complete in this region. Nuclear 
cellular debris is prominent. Many of the collagen fibers have retained their 
normal shape and structure. Some epthelioid cells are present. 


Bernstein *° used stains for fat on sections of skin from 4 patients 
with granuloma annulare and concluded that microchemically there 


14. Gross, P.: Morphea with Xanthomatous Infiltration, Arch. Dermat. & 
Syph. 30:598 (Oct.) 1934. 

15. Hyde, J. N.: Granuloma Annulare, Erythema Scleroticum, Erythéma- 
to-Sclérose, in A Practical Treatise on Diseases of the Skin, ed. 8, Philadelphia, 
Lea Bros. & Co., 1909, p. 156. 

16. Bernstein, J. C.: Necrobiosis Lipoidica Diabeticorum (Urbach): Com- 
parison with Granuloma Annulare, Arch. Dermat. & Syph. 36:282 (Aug.) 1937. 
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was no relation between necrobiosis lipoidica diabeticorum but that 
histologically there were features which were common to the two 
diseases. 

The eighth case reported by Boldt* was that of a person with 
diabetes. The lesions grossly resembled granuloma annulare, and 
histologic examination showed the presence of giant cells, a few 
eosinophilic polymorphonuclear leukocytes, dilated blood vessels with 
thickened walls and fine droplets of extracellular fat in the necrobiotic 
areas. His fourteenth case was that of a nondiabetic person who had 
twenty granuloma-annulare-like lesions on the back. The amount of 
cholesterol in the blood was increased, and the histologic picture was 
similar to that in the eighth case. Fat droplets were present. The 
lesions healed with slight atrophy and some residual telangiectasia. In 
43 per cent of the cases reported by Boldt the patients did not have 
diabetes mellitus. 

In 1940 Traub ** presented a patient with “shiny, yellowish brown 
or waxy plaques, with telangiectatic vessels’’ on the leg. Earlier lesions 
were indicated by inflammatory nodules. Adong the border there was 
a violaceous color. The patient was not diabetic, and Traub diagnosed 
the disease as necrobiosis lipoidica diabeticorum without diabetes. Ellis 
disagreed with the diagnosis as presented and suggested the alternate 
one of granuloma annulare with scleroderma-like changes. Bernstein 
reaffirmed his previous statement that necrobiosis lipoidica and 
granuloma annulare could be differentiated only by means of stains for 
lipoid. Weidman expressed the opinion that the presence of giant cells 
of the foreign body type militate against the possibility of granuloma 
annulare, and he stressed the arteriosclerotic changes rather than the fatty 
degeneration. Sachs stated: “With necrobiosis lipoidica one may find 
tubercle formation in different parts of the cutis. In this particular 
section there were no tubercles, but there were many giant cells and 
few or no histiocytes. The lack of histiocytes and lack of granular 
degeneration in no way gave the appearance oi granuloma annulare.” 
Traub stated that special stains had been used and were reported by 
Dr. Barthel as showing characteristic changes seen in necrobiosis 
lipoidica. 

REPORT OF A CASE 

R. C. N., a white man aged 55, was admitted to the service of Dr. John Eager 
Howard on account of poorly controlled diabetes known for at least six years. 
Physical examination disclosed, in addition to the cutaneous lesion, moderate 
arteriosclerosis, dental caries and chronically inflamed hypertrophied tonsils. Lab- 
oratory studies gave negative results except for those indicative of a moderately 
severe diabetes. The values for cholesterol and other lipoids in the blood were 
not determined. 


17. Traub, E. F.: Necrobiosis Lipoidica Diabeticorum Without Diabetes, Arch. 
Dermat. & Syph. 42:693 (Oct.) 1940. 
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The eruption had appeared on the left knee and ankle two years previously 
and more recently on the dorsum of the right hand. The lesion consisted of well 
defined irregular raised plaques, 1.5 to 3 cm. in diameter, the borders of which 
were made up of confluent small firm waxy papules. The involved areas were 
indurated; the borders were raised, oval or serpiginous, and the centers were 
yellow, slightly scaly and depressed. Six months later the patient wrote that the 
cutaneous lesions had disappeared. 

Histologic examination showed an essentially normal epidermis. In the corium 
there were relatively large areas of necrobiosis. The collagen was acellular and 
partly basophilic with many basophilic granular fragments (nuclear particles). 
Surrounding these areas there were many epithelioid cells and occasional lympho- 


Fig. 2—Photomicrograph showing the palisade pattern of the fat granules 
at the border of the necrobiotic area (low power magnification; sudan III stain). 
This zone contained many epithelioid cells. 


cytes. Around many of the epithelioid cells the collagen was homogeneous and 
slightly basophilic. Several early forms of giant cells were seen. In the areas 
not adjacent to those of the necrobiosis there were well defined bands of perivascular 
lymphocytes. The endothelium of the blood vessels showed some proliferation. 
Frozen sections stained with sudan III disclosed much fat in the necrobiotic regions. 
In the center of these areas the lipoid material stained a light homogeneous yellow, 
while at the periphery the sudanophilic material was in small globules, the largest 
of which were equal to the diameter of a lymphocyte. Where the fat was less 
dense it followed the palisade pattern of the epithelioid cells. 
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COMMENT 


In a patient with severe uncontrolled diabetes there developed three 
lesions which clinically were typical of granuloma annulare. They 
underwent involution spontaneously six months after the patient’s 
diabetes was treated and properly controlled. Histologic examination 
disclosed necrobiotic areas containing many basophilic nuclear fragments 
which were surrounded by a zone containing epithelioid cells and abortive 
giant cells. The necrobiosis was not as complete as that seen in a typical 
case of necrobiosis lipoidica. Stains for fat showed many lipoid globules 
in the zone containing the palisaded cells. The distribution of the fat 
corresponded to the narrow basophilic zones which surrounded the 
epithelioid cells and suggested that the altered cytoplasm had imbibed 
the fat. Unfortunately, the blood lipoids were not determined. Hilde- 
brand, Montgomery and Rynearson did not find hyperlipoidemia in their 
cases of necrobiosis lipoidica diabeticorum. 

Before the syndrome of necrobiosis lipoidica was well recognized 
lesions which were diagnosed clinically as sarcoid or tuberculosis with 
morphea or scleroderma-like change were in most cases histologically 
diagnosed granuloma annulare. According to Sachs, in granuloma 
annulare there are histiocytes and nuclear granular degeneration, which 
are not seen in necrobiosis lipoidica diabeticorum. In the case here 
presented, granular degenerated nuclear fragments were prominent in 
the necrobiotic area. Can one always differentiate histiocytes from the 
epithelioid (or endothelioid) cells seen in cases of this condition? 
Piérard ** mentioned the presence of pyknotic nuclei and nuclear debris 
as an important observation in granuloma annulare. In discussion '* 
Bernstein stated “The type of cellular infiltrate is insignificant, and I 
do not believe a diagnosis can be made with the routine hematoxylin and 
eosin stain.” The presence of fat in a case in which the clinical diagnosis 
is granuloma annulare is an important finding which may link the two 
syndromes. Weidman stressed the presence of the foreign body type 
of giant cells in necrobiosis lipoidica and their absence in granuloma 
annulare. One cannot always make a sharp differentiation between the 
foreign body type of giant cells and the tuberculous type of giant cells, 
and frequently both forms are found in the same section. 

If the case presented is one of granuloma annulare, as suggested by 
the clinical appearance, the rapid involution without sequelae and the 
histologic observation of a necrobiotic area containing many basophilic 
nuclear fragments and surrounded by epithelioid cells, then the presence 
of lipoids is a unique finding in the light of present concepts. However, 


18. Piérard, M. J.: Le granulome annulaire doit-il étre rangé parmi les sar- 
coides de Boeck? Bull. Soc. franc. de dermat. et syph. (Réunion dermat., Stras- 
bourg) 41:1275, 1934. 


4 


828 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


if the case is one of necrobiosis lipoidica, then the presence of fat is not 
unusual, but the clinical features and course, the histologic observation 
of the nuclear fragments in the necrobiotic area and the presence of 
many epithelioid cells are unusual. 


SUM MARY 


Cases of necrobiosis lipoidica have apparently been reported in the 
literature under the titles of morphea with the histologic picture of 
tuberculosis, morphea-like lesions with tuberculoid structure, and 
morphea-like sarcoid. 

Cases of granuloma annulare have been reported in the literature 
with a similar clinical picture. 

A case is presented which clinically and histologically had features 
more suggestive of granuloma annulare than those of necrobiosis 
lipoidica. The patient had severe uncontrolled diabetes, and fat stains 
disclosed sudanophilic globules in and surrounding the necrobiotic area. 

The evidence cited suggests that the syndromes of so-called necro- 
biosis lipoidica and granuloma annulare may be variants of the same 
disease. 


8 East Madison Street. 


i 


ACUTE AND SUBACUTE DISSEMINATED LUPUS 
ERYTHEMATOSUS 


TREATMENT WITH LIVER EXTRACT 


THEODORE CORNBLEET, M.D. 
CHICAGO 


Toxic states are now known to occur for other reasons than the 
simple ingestion or elaboration of some definite poisons. Deficiency 
states of nutrition may give the appearances of acute and chronic poison- 
ing. Ever since the first crude experiments, such as the extirpation of 
the parathyroid glands, it has been known that toxic states may be 
induced by lack of glandular hormones. Toxic states are now known 
to occur as the result of noxious agents interfering with some nutritive 
agents, such as thiamine and nicotinic acid, in their enzymic relations 
and activities. It is the feeling here that the toxic states in patients 
with disseminated lupus erythematosus represent deficiency states or 
interferences with normal processes which amount to and simulate a 
lack of necessary physiologic materials. 

The treatment of these toxic states in patients with disseminate 
lupus erythematosus is ineffective, and almost all the patients die soon 
or during a relapse following a temporary improvement. The hope- 
lessness of the present outlook for the curing or improving of these 
subjects makes any agent which promises any degree of relief most 
welcome. 

In line with the astonishing relations shown between the vitamin B 
complex and a group of diseases of the skin and mucous membrane, 
such as pellagra, a trial of liver extract was made in combating the toxic 
states of lupus erythematosus disseminatus. The results are recorded 
in the report of cases. 

REPORT OF CASES 

Case 1.—A white woman 25 years old became ill in August 1939. Edema of 
the face developed, and a dusky erythematous patchy eruption appeared on the 
face and extremities, with fewer lesions on the trunk. She had been seen by 
two dermatologists, who diagnosed her ailment as acute disseminated lupus 
erythematosus. My first examination was in November, at which time she had 
edema of the face and a patchy, poorly defined dusky eruption which was 


profuse on the face and extremities and present to a lesser extent on the trunk. 
The patient appeared to be in a highly toxic state and near death. Her tem- 


From the Department of Dermatology, University of Illinois College of Medi- 
cine, service of Dr. F. E. Senear. 
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perature was 103.4 F. There was little opportunity for laboratory work, since 
the patient was at home. She was given 2 cc. of concentrated liver extract 
(liver extract, Upjohn [ten injectable units per cubic centimeter] ) intramuscularly. 
A similar injection was given the next day. The following day the patient’s 
condition appeared somewhat improved and the temperature was 101.3 F. The 
injections were continued each day for a week. At this time the eruption became 
paler and was exfoliating. The patient felt stronger and was able to sit up, and 
the temperature dropped to 100.1 F. at its highest. The temperature curve had 
been of a septic variety. The injections were continued at intervals of three 
times a week. In about six weeks the eruption had disappeared, leaving a pig- 
mented discoloration. The patient could get about, although she felt weakened. 
The temperature continued to rise irregularly to as high as 99.4 F. An internist 
could find no evidence of pulmonary tuberculosis or any other suggestive physical 
observations. Four months later the injections were discontinued, and no changes 
occurred in the patient’s condition until one month later. Then an eruption similar 
to the initial one but fainter appeared, and she felt ill. Her temperature was 
100.3 F. The only other observations of any significance were a leukocyte count 
of 4,500 and a hemoglobin value of 60 per cent. The injections of liver extract 
three times a week were recommenced. The eruption promptly subsided, with 
exfoliation.: The temperature has since been mostly normal with occasional rises 
to as. high as 99,2 F. She has felt well; she attempted to resume her duties as 
an office clerk but found that she tired easily, so she has not worked since. 


Cast 2.—A.-Negress 52 years old had an eruption on the face, trunk and 
extremities which had been present for four months. The temperature curve was 
of a septic type and rose to a height of 104.8 F. The white blood cell count was 
3,900. The disease was diagnosed as acute disseminated lupus erythematosus. 
Intramuscular injections of concentrated liver extract were begun, 2 cc. being given 
at daily intervals. In spite of these, the patient died after four days, the temperature 
having risen to 105.3 


Case 3.—A white girl 17 years old had had an eruption on the face and hands 
consisting ‘of slightly elevated edematous patches, which were poorly defined and 
of a rose color. On the face the distribution was over the cheeks and bridge of 
the nose in the usual butterfly formation of chronic lupus erythematosus. The 
temperature curve was irregular but rose to a level of 99.8 F. The patient had 
lost weight but did not appear otherwise ill. There were no suggestive physical 
observations elsewhere than on the skin. The disease was diagnosed as subacute 
lupus erythematosus. Liver extract therapy was commenced with 2 cc. given 
intramuscularly three times a week. After a week the cutaneous lesions paled, 
flattened and became scaly and dry. After three weeks pigmentation only remained 
in their place. Despite the rapid involution of the lesions the patient’s temperature 
continued to rise to as high as 99.2 F. She felt better, but her weight did not 
increase. She then disappeared from observation. 


Cxsz 4.—A white woman 34 years old had had an eruption for over two years. 
It“began on her face and finally involved the cheeks and the upper portion of the 
hése. ‘In addition, there was a patch on the left ear which had been present for 
over a year. Then bluish red patches appeared on the chest and forearms. At 
the first examination about two years after the onset of the lesions, she appeared 
somewhat ill, with a temperature of 100.1 F. Parts of the lesions on the face 
showed some atrophy, but those elsewhere did not. There was a grayish patch 
on the left buccal mucous membrane. A physical examination showed no abnor- 
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malities other than the lesions on the skin and buccal mucosa. The white cell 
count was 6,140. The diagnosis was subacute disseminated lupus erythematosus. 
Injections of liver extract (Lilly, 2 U. S. P. units per cubic centimeter) were 
given, 2.5 cc. three times a week. Afterthree weeks the lesions had, become 
transformed to scaly crusts and had exfoliated, leaving pigmented spots. The 
temperature was mostly normal but would occasionally rise to 99.4 F. The patient 
gained 8 pounds (3.5 Kg.) in seven weeks. At this time she stopped her treat- 
ment. After three months’ rest, lesions on the face began to appear at their 
old sites. Five days later she again began receiving injections of liver extract. 
The lesions then formed dry scaly crusts, which exfoliated entirely in two weeks. 
Up to the time of writing she has been under furthér treatment for three 
months. The temperature occasionally rises to 99 F. The white cell count was 
7,450 three months ago and 6,820 at the last examination. She feels well. 


Case 5.—F. R., a white woman aged 19, had been coughing and had had 
difficulty in breathing and bleeding gums for two months. Then a swelling 
appeared on her face, hands, fingers and left ankle. About the same time cutaneous 
lesions developed on her face. At examination her,face was edematous and had 
a diffusely dusky appearance, with patches confined roughly to the butterfly area. 
There were hemorrhagic areas on the soft palate and fauces, which bled on gentle 
touching. The cervical glands were enlarged. There were decreased expansion 
of the chest and flatness on percussion. The arms showed a positive reaction 
to a tourniquet test. The Wassermann reaction of the blood was negative. 
Urinalysis showed a trace of albumin and finely granular casts. Th¢, ordinary 
chemical tests of the blood showed nothing abnormal, but the sedimentation rate 
was slightly increased. A blood culture was normal, and no acid-fast bacilli were 
found in the sputum. The result of a Weltman test was negative. The bone 
marrow picture was that of a moderate hyperplasia. There were slight anemia and 
leukopenia (3,500 white blood cells per cubic millimeter). The blood smear 
showed 2 myelocytes, 1 promyelocyte and 2 metamyelocytes per hundred white cells. 
The coagulation time was eight minutes and the bleeding time two and one-half 
minutes. The patient was given liver extract, 1 cc. of injectable material per 
day, each cubic centimeter containing 10 antipernicious-anemia units. The course 
of the disease was progressive, and the patient died ten days after the commence- 
ment- of this therapy. Other treatment given before the liver extract, also to no 
avail, included blood transfusions, pentnucleotide and sulfapyridine (2-[paraamino- 
benzenesulfamido]-pyridine). 


Eleven patients with cutaneous lesions which were diagnosed as 
those of chronic discoid lupus erythematosus were given injections of 
liver extract, 2 cc. each, three times a week. The treatment in each 
case was carried out from three weeks to four months. There appeared 
to be partial involution in the lesigns of 3 patients followed by recrudes- 
cence. In the other patients the lesions either did not improve at all 
or extended. 

COMMENT 


Liver extract given to patients with the disseminate acute and sub- 
acute forms of lupus erythematosus when it is helpful apparently does 
not remove the underlying cause of the disease. Evidence of this lies 
in the continuance of fever at intervals and the recurrence of the lesions 
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when the treatment is stopped for a while. It seems strange that the 
effectiveness of liver extract therapy was so different in the toxic and 
the nontoxic forms. These divergent results lead one to speculate again 
on the question as to whether the chronic discoid and the toxic dis- 
seminate form are merely varieties of the same disease. 

Undoubtedly a report based on favorable results in the treatment 
of only 3 patients should make one draw conclusions with the greatest 
reserve. This is fully appreciated in suggesting this form of therapy 
to others. Counterbalancing this just conservatism is the desire of 
making generally available something which appears to have promise in 
the treatment of a disease so commonly fatal. 


SUMMARY 

Three patients with acute and subacute forms of disseminate forms 

of lupus erythematosus were favorably influenced by therapy with con- 

centrated liver extract. Two patients died. Eleven patients with the 

chronic discoid form of the disease received little or no benefit from this 
treatment. 
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ACUTE DISSEMINATED LUPUS ERYTHEMATOSUS 


PRECIPITATION BY ROENTGEN RAYS AND CURE WITH 
SULFANILAMIDE 


H. HANFORD HOPKINS, M.D. 
BALTIMORE 


The precipitation of acute disseminated lupus erythematosus in 
patients with the discoid or subacute type by ultraviolet radiation is well 
known. Overexposure to sunlight or to the mechanical ultraviolet 
radiation generator has often been found responsible. The subject has 
been well reviewed by Bechet. The literature back to 1916, however, 
contains no case report of the syndrome following roentgen irradiation. 
Keil? stated in 1937 that it may occur but did not document his 
statement. The following report concerns a patient in whom acute 
disseminated lupus erythematosus was apparently precipitated by roent- 
gen irradiation. 

REPORT OF A CASE 


M. v. T., an American housewife aged 70, was admitted to the Johns Hopkins 
Hospital on Feb. 3, 1940, complaining of a generalized eruption, weakness and fever. 

Her father, mother and 2 paternal aunts had had tuberculosis. Cardiovascular 
renal hypertensive disease had been common in the maternal forbears. Her mother’s 
brother died of carcinoma of the bladder. 

The patient stated that she had always been healthy. She had had scarlet 
fever at the age of 9 years complicated by probable acute nephritis. 

There were frequent attacks of migraine prior to the menopause. Hearing 
had been failing for five years. A chronic hacking nonproductive cough had been 
troublesome for fifteen years. Dyspnea on exertion, sensations of pressure around 
the heart and transient edema of the ankles were occasionally experienced. There 
were no symptoms referable to the gastrointestinal or genitourinary tract. In 
August 1934 the left breast was radically removed because of carcinoma. In 1926 
the patient was thought to show signs of hyperthyroidism. In 1939 a subtotal 
thyroidectomy was performed because of an exacerbation of these signs and 
symptoms, with much subsequent improvement. Her weight had always been 
maintained at a fairly constant level. Her living habits were not remarkable. 
There was no addiction to drugs, except that she had taken 0.1 Gm. of powdered 
leaves of digitalis daily periodically for two years and horehound candy occasion- 
ally. Prior to the present illness she had taken a few doses of elixir of terpin 
hydrate and codeine. 


1. Bechet, P. E.: Excessive Solar and Phototherapeutic Irradiation: Causa- 
tive Factor in Certain Diseases of the Skin, Arch. Dermat. & Syph. 29:221 
(Feb.) 1934. 

2. Keil, H.: Conception of Lupus Erythematosus and Its Morphologic Vari- 
ants, with Particular Reference to “Systemic Lupus Erythematosus,” Arch. 
Dermat. & Syph. 36:729 (Oct.) 1937. 
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In the latter months of 1939 a lump appeared on the left side of the chest, near 
the site of the mastectomy. It was excised on Dec. 17, 1939 and proved to be 
an adenocarcinoma. A roentgenogram revealed no pulmonary metastases. On 
December 29 postoperative irradiation of the lymphatic drainage areas on the 
lateral and anterior aspects of the left side of the chest, left axilla, left supra- 
clavicular region and mediastinum was begun. A total calculated dose of 7,500 r 
over three portals (2,500 per portal) was planned, to be given in fractional doses 
of 250 r every other dev. The treatment proceeded according to schedule until 
Jan. 29, 1940, at which time a little more than 80 per cent of the total calculated 
amount of radiation had been given. On this date all the treated areas were 
observed to be erythematous and edematous. This had developed in two days, 
following a treatment on Jan. 27. The reaction was considered unusual by the 
roentgenologist. Treatment was immediately discontinued. One per cent nuper- 
caine hydrochloride ointment was applied. In the ensuing week prior to admission 
to the hospital the treated areas became covered with vesicles and blebs; a diffuse 
generalized erythema (sparing the face), appeared, with purpuric and _ petechial 
zones on the back and buttocks apparently due to weight bearing, and fever, 
tachycardia, prostration and pains in joints developed. 

On admission to the hospital she appeared ill, the temperature by mouth was 
101.4 F., her pulse rate was 90 per minute and her respiratory rate was 22. Gen- 
eral physical examination showed, in addition to the striking eruption, emaciation, 
a strongly positive reaction to a tourniquet test, signs of cardiovascular hyper- 
tensive disease and probable healed thoracic Pott’s disease of the spine. The urine 
was normal, and the Eagle and Kline tests for syphilis gave negative results. 
Examination of the blood showed 4,780,000 red blood cells, 14.4 Gm. (99 per cent) 
of hemoglobin and 5,400 white blood cells, with 85 per cent segmentated neutrophils. 
The corrected sedimentation rate in millimeters per hour was 36. Chemical examina- 
tion of the blood showed 34 mg. of nonprotein nitrogen, 102 mg. of sugar and 205 mg. 
of cholesterol per hundred cubic centimeters. An indirect van den Bergh test 
showed a trace. Culture of material from the throat showed a normal mixed 
flora. A roentgenogram of the chest showed no metastatic carcinoma. Cultures 
of the blood and urine showed no growth. Two platelet counts were 323,000 and 
206,000, respectively. 

During the first nine days in the hospital the patient became critically ill. 
She complained of persistent pains in the joints, loss of appetite, hacking cough 
and weakness. She was drowsy and confused at times. The cutaneous lesions 
covered the entire body. The diffuse erythema was replaced by a dull purplish 
red color. The skin felt hot and became dry, stiff, thickened and generally 
edematous. Some desquamation was noticeable. The patient complained of stiff- 
ness of her hands and fingers, caused by the thickening of the skin. The tempera- 
ture spiked irregularly up and down between 99 and 103 F. The pulse rate varied 
between 90 and 130 per minute. The respiratory rate gradually increased from 
22 to as high as 52 per minute. The blood pressure fell from 180 systolic and 70 
diastolic to 150 systolic and 60 diastolic. The hemoglobin fell to 12.8 Gm. (89 per 
cent), and the leukocyte count varied between 5,000 and 7,000. The urine remained 
normal. The lungs remained clear. 

The clinical picture was highly suggestive of acute disseminated lupus erythema- 
tosus. Unfortunately, a specimen of skin for biopsy was not obtained. 

On the tenth day in the hospital treatment by sulfanilamide was begun. Three 
grams was given by mouth the first day and then 3.6 Gm. daily for twelve succes- 
sive days. The level in the blood varied between 4.4 and 6.4 mg. per hundred 
cubic centimeters. The response to this treatment was dramatic. Within twenty- 
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four hours the temperature fell to 97 F. A secondary rise to 101 F. occurred on - 
the second day and again on the eighth day of therapy. Otherwise the tempera- 

ture remained normal. Clinical improvement followed the fall of temperature. 

The appetite improved, the pains in the joints disappeared, the patient became 

alert, her strength returned and complete exfoliation of the involved skin took 

place. Two weeks after cessation of sulfanilamide therapy the patient was able 

to be up and about. The skin was clear. She was discharged from the hospital 

and has had no recurrence of symptoms to the time of writing (October 1940). 


COMMENT 


A number of objections to the diagnosis of acute disseminated lupus 
erythematosus come to mind in this case. First, the patient had never 
had any disease of the skin before, including lupus erythematosus. Yet 
it is known that the syndrome of the acute form of the disease, with all 
the symptoms and signs except cutaneous lesions, does sometimes occur. 
The patient could have been and probably was in the prodromal period 
of the disease when the roentgen ray treatments were given. Second, 
the whole picture may have been a reaction to roentgen rays, but such a 
generalized reaction to a localized exposure has never been reported. 
Most of the cutaneous lesions occurred on body surfaces which received 
no radiation. The patient was obviously hypersensitive to roentgen rays, 
because the local erythematovesicular reaction occurred after considerably 
less than the routine calculated dose had been given. The progressive 
downhill course to impending death was entirely consistent with that seen 
in cases of acute disseminated lupus erythematosus. Third, the possibility 
of a drug eruption may be mentioned simply to be discarded. None of 
the drugs taken by the patient have ever been known to provoke such a 
reaction as this. 

The dramatic response to sulfanilamide by crisis is entirely consistent 
with that which has been reported in some cases of this disease. 


SUMMARY 


A case is placed on record as a probable instance’of acute dis- 
seminated lupus erythematosus precipitated by roentgen ray irradiation 
and apparently cured by sulfanilamide. 


101 West Read Street. 
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PILI TORTI 


REPORT OF A _ CASE 


GEORGE E. CLARKE, 
AND 
ELLIOTT L. GLICKSBERG, M.D. 
CINCINNATI 


Pili torti is a rare anomaly of the hair which is characterized by a 
twisting of each hair through 180 degrees along its long axis, giving 
each hair the appearance of a corkscrew. The tortuosities may be 
tightly or loosely bound and may be at varying distances from each 
other. The hairs are sparse, unkempt, dull and fragile. The fragility 
and brittleness usually result in a partial alopecia over the occiput, where 
pressure occurs. 

Danforth? described the condition of pili torti and mentioned that 
this twisting characteristic of hair had been much neglected by previous 
authors. Ronchese in 1932? reported a case of pili torti and the fol- 
lowing year * mentioned 2 cases which appeared in the same family. 
He attempted to show a hereditary tendency in these cases, but the 
family history was indefinite. He attributed the lack of written matter 
on this subject to the rarity of the condition rather than to neglect by 


previous authors. 
Several cases have recently been mentioned in the foreign literature,* 
and some cases have been presented at dermatologic meetings. 


From the Department of Dermatology and Syphilology, Cincinnati General 
Hospital, Elmore B. Tauber, M.D., Director of Service. 

1. Danforth, C. H.: Studies on Hair, with Special Reference to Hyper- 
trichosis, Arch. Dermat. & Syph. 12:76 (July) 1925. 

2. Ronchese, F.: Pili Torti, Arch. Dermat. & Syph. 26:98-109 (July) 1932. 

3. Ronchese, F.: Twisted Hairs (Pili Torti): Two Cases in Same Family, 
Urol. & Cutan. Rev. 37:549-552 (Aug.) 1933. 

4. Galewsky, E.: Twisted Hairs, Called Variously Trichokinesis (Riecke), 
Pili Torti (Galewsky), Trichotortosis (Ronchese}, Arch. f. Dermat. u. Syph. 
167:659-666, 1933. Touraine, A., and Golé, L.: Familial Pili Torti: Case, Bull. 
Soc. franc. de dermat. et syph. 44:299-302 (Feb.) 1937. Touraine, A., and others: 
Familial Pili Torti in Mother and Five Children, J. de méd. de Paris 58:401-403 
(May 19) 1938. Touraine, A., and Bour, H.: Pili Torti, Presse méd. 46:1021- 
1022 (June 25) 1938. Schlammadinger, J.: Pili Torti, Dermat. Ztschr. 78:206- 
211 (Sept.) 1938. Navarro Martin, A.: Familial Pili Torti: First Spanish 
Case, Actas dermo-sif. 30:139-147 (Dec.) 1938. 
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Hellier, Astbury and Bell *® recently reported a case of pili torti in 
an apparently normal 2 year old girl who had little hair. They observed 
that polarized light revealed “internal malformation in apparently unaf- 
fected lengths of hair shaft,” indicating that “the growth mechanism is 
at fault almost continuously.” 


REPORT OF CASE 


J. K., a 14 year old boy, was referred to the dermatologic clinic of the Cin- 
cinnati General Hospital on April 5, 1940. At that time he complained of inability 
to control his hair, stating that it grew in every direction. The history revealed that 
the patient was completely without hair until 5 years of age. There was no 
history of a similar condition in any relative. 

Examination revealed that his scalp, except over the occiput, was well covered 
with light hair growing in all directions. The hairs of the eyebrows, eyelashes and 
pubic region showed similar characteristics. Macroscopic and microscopic exami- 
nation of individual hairs showed twisting through 180 degrees. Microscopic 
examination under polarized light revealed a rotation of the plane of polarization, 
indicating strain at the point of twisting of the hair. Microscopic examination of 
a cross section of hair taken at the twisted portion showed the hair to be ovoid 
in shape. Complete laboratory examination revealed no abnormalities. A roent- 
genogram of the skull showed a normal-sized sella turcica. The basal metabolic 
rate was normal on repeated occasions. Histologic examination of material from 
the left temporal region of the scalp showed scattered irregular zones of atrophy 
involving all the layers of the epidermis, with consequent irregularity of the tissue 
surface. The corium was of normal appearance for this site and free of inflam- 
matory and neoplastic changes. The hair follicles appeared to be somewhat 
irregularly disposed in their relation to one another but showed no pathologic 
changes of their intrinsic structures. No torsion or beading of the hair shafts 
suggestive of trichonodosis or monilethrix was present. A diagnosis of epidermoid 
atrophy of the scalp was made. _ 


PATHOGENESIS 


The pathogenesis of pili torti is at present unknown. In the case 
presented the condition was present at birth. There was no family 
history of the anomaly. The endocrine examination showed no abnor- 
malities, and there was no history of congenital syphilis. The dryness 
of the skin, scalp and hair was probably due to an inactivity of the 
sebaceous glands and may have been on an endocrine basis, although 
there was no definite evidence to substantiate this belief. 


DIFFERENTIAL DIAGNOSIS 


The two conditions which might be confused with pili torti are 
monilethrix (beaded hair) and trichonodosis (knotted hairs). Both 
these diagnoses may be ruled out by microscopic examination of the 


5. Hellier, F. F.; Astbury, W. T., and Bell, F. O.: A Case of Pili Torti, Brit. 
J. Dermat. 52:173-182 (June) 1940. 
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hair with low power lens. If the condition is pili torti this examination 
shows a definite twisting along the long axis of the hair and the peculiar 
corkscrew appearance. 
SUMMARY 
A case of pili torti is reported. 
The diagnosis is made by microscopic examination of the individual 


hairs. 
The cause of the disease is unkown. 
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TRICHOPHYTIN 


I. METHODS OF PREPARATION WITH SPECIAL REFERENCE TO 
THE SPECIFIC SKIN-REACTIVE FACTOR 


SAMUEL M. PECK, M.D. 
AND 


ARTHUR GLICK, M.D. 
NEW YORK 


Trichophytin may be defined as an extract of fungi which is used 
both for diagnosis and for treatment. It has been firmly established by 
many investigators since the original preparation of trichophytin in 1902 
by Plato and Neisser that the positive reaction following intracutaneous 
administration of this substance is due to a specific sensitivity resulting 
from a fungus, i. e., a Trichophyton infection. 

A long list of investigators ' (Sulzberger, Lewis, Wise, Van Dyck, 
Kingsbury, Throne, Meyers, Pennington, Robinson, Grauer, Traub, 


Read at the Annual Meeting of the American Academy of Dermatology and 
Syphilology, Chicago, Dec. 11, 1940. 

From the Laboratories and Service of Dr. Isadore Rosen, Mount Sinai Hospital, 
and from the Skin and Cancer Unit of New York Post-Graduate Medical School 
and Hospital (Director, Dr. George Miller MacKee). 

1. (a) Bloch, B.: Allgemeine und experimentelle Biologie der durch h Hypho- 
myceten erzeugte Dermatomykosen, in Jadassohn, J.: Handbuch der Haut- und 
Geschlechtskrankheiten, Berlin, Julius Springer, 1928, vol. 11, p. 300; Die Tricho- - 
phytide, ibid., p. 565. (b) Kerr, P. S.; Pascher, F., and Sulzberger, M. 'B.: 
Monilia and Trichophyton Extracts: Their Combined Use in Eczematous Ring- 
worm (Dermatophytosis and Dermatophytids), J. Allergy 5:288 (March) 1934. 
(c) Peck, S. M.: Allergic Manifestations of Fungus Diseases, New York State J. 
Med. 36:1 (Sept. 1) 1936. (d) Peck, S. M.; Rosenfeld, H., and Glick, A. W.: 
Fungistatic Power of Blood Serum, Arch. Dermat. & Syph. 42:426 (Sept.) 1940. 
(e) Pennington, E. S.: Trichophytin and Monilia Extracts in Allergic Dermatoses, 
J. Allergy 7:54, 1935. (f) Robinson, G. H., and Grauer, R. C.: Use of Autogenous 
Fungus Extracts in the Treatment of Mycotic Infections, Arch. Dermat. & Syph. 
32:787 (Nov.) 1935. (g) Rosen, I.; Peck, S. M., and Sobel, N.: Hypersensitivity 
to Trichophytin in the Casual Der.natologic Patient, ibid. 23:1041 (June) 1931. 
(h) Sulzberger, M.-B.; Lewis, G. M., and Wise, F.: Trichophytin and Allergy 
to Trichophytin, ibid. $34:207 (Aug.) 1936. (i) Sulzberger, M. B., and Wise, F.: 
Ringworm and Trichophytin, J. A. M. A. 99:1759 (Nov. 19) 1932. (j) Traub, E. F., 
and Tolmach, J. A.: Dermatophytosis: Its Treatment with Trichophytin, Arch. 
Dermat. & Syph. $2:413 (Sept.) 1935. (&) Van Dyck, L. C.; Kingsbury, J.; 
Throne, B., and Meyers, C. N.: The Use of Trichophytin as a Diagnostic and 
Therapeutic Agent in Mycotic Infections of the Skin, New York State J. Med. 
31:611 (May 15) 1931. (/) Lewis, G. M., and Hopper, H. E.: An Introduction 
to Medical Mycology, Chicago, The Year Book Publishers, Inc., 1939. 
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Tolmach, Peck and many others) have demonstrated that repeated 
injections of trichophytin have with fair regularity succeeded in reduc- 
ing the specific sensitivity of the skin to trichophytin, which may be 
interpreted as desensitization. However, therapeutic success both as 
far as the primary infection is concerned and in regard to influencing 
eruptions which can be properly considered ids has not paralleled the 
production of the hyposensitivity. 

Fungi of the Epidermophyton, Trichophyton and Achorion groups 
contain a general sensitizing factor, so that a patient infected with a 
Trichophyton or a member of any of the other groups of fungi in whom 
a hypersensitivity has developed will show a positive reaction to a 
trichophytin test with an extract made from any of these organisms. 
According to Jadassohn, Schaaf and Laetsch,? there is an additional 
species-specific excitant which may not.be present in any of the other 
members of this group. Because a reaction of sensitivity may be limited 
to this specific excitant one may occasionally obtain a negative reaction 
to a trichophytin test even in the presence of ids if the trichophytin 
used lacks this substance. . 

Trichophytin as it is commercially available is a complex material, the 
potency of which is dependent, to a great extent, on the method of 
preparation. Therefore, it is of prime importance that before it is used 
some understanding is obtained of the method of preparation of the 
particular extract used. 

The usual method of preparation of trichophytin consists of inocula- 
tion of Sabouraud’s bouillon with Trichophyton gypseum or Tricho- 
phyton interdigitale contained in a large Erlenmeyer or Roux flask at 


_a pu of about 6.5 to 7. Growth is allowed to proceed at room tempera- 


ture for ten to twelve weeks until a large surface pellicle is formed. 
The pellicle is then triturated with sand in a mortar after preliminary 
freezing with solid carbon dioxide. This freezing facilitates the breaking 
up of the mass of mycelium and spores. A sufficient amount of the 
bouillon is added to make a sludge. This semiliquid mass is placed in a 
shaking machine for twenty-four hours. It is then kept in an incubator 
for another twenty-four hours and again shaken for twenty-four hours. 
The mass of growth and broth is then filtered through several thick- 
nesses of filter paper, and the filtrate is passed through a Seitz filter. 
The final filtrate may have to be diluted before use in order to avoid 
nonspecific reactions. It has been used both for cutaneous tests and for 
treatment. Five-tenths per cent phenol is usually added as a preservative. 

There are three commercial fungus extracts available which are 


called trichophytins. They are obtained by different methods of manu- 


2. Jadassohn, W.; Schaaf, F., and Laetsch, W.: Antigenanalytische Unter- 
suchungen an Trichophytinen, Arch. f. Dermat. u. Syph. 171:461, 1935. 
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facture and are therefore not similar either quantitatively or qualitatively. 
It is obvious that since they lack a method of standardization the results 
obtained by the use of these extracts are not comparable. 

Bloch, Labouchére and Schaaf? in 1934 and 1935 isolated from 
ordinary trichophytin a starchlike, protein-free polysaccharide. Nitrogen, 
however, was still present after purification. These authors were able 
to demonstrate that this polysaccharide could still elicit positive reactions 
in patients sensitive to ordinary trichophytin. In addition they demon- 
strated that it produced specific cutaneous reactions in guinea pigs 
infected by fungi and elicited a Schultz-Dale reaction in the uterine strip 
in guinea pigs previously infected with fungi. These experiments indi- 
cated that most likely the polysaccharide was an active and specific 
principle of trichophytin. 

Da Fonseca and his collaborators* prepared what they called a 
“clasovaccine” from over three hundred strains of fungi, including 
Trichophyton, Microsporon, Epidermophyton and Endodermophyton. 
This was protein free and seemed to consist of a carbohydrate which 
closely resembled the preparation of Bloch. The “claso” extract was 
said to be efficacious for treatment of many kinds of fungous infections, 
but it did not contain the skin-reactive substance capable of eliciting a 
positive reaction to a trichophytin test. 

Krueger and Templeton ® suggested another method of preparing 
trichophytin. They used a ball mill to break up the fungi, thus avoiding 
the denaturation which occurs when any bacterial proteins are exposed 
to heat or to chemical treatment. 

Da Fonseca and his collaborators* had another preparation which 
was used exclusively for intradermal tests and had no therapeutic action. 
If this separation of the skin test principle and the therapeutic factor 
could be substantiated, it would represent a fundamental advance in 
both the theoretic and the practical treatment of fungous infections. 
However, Sulzberger, Lewis and Wise ™ tested the “claso” extract in 
a large series of patients and were able to show that it did contain the 
skin test principle. 

It becomes obvious that further studies on the method of preparation 
are of importance. 


3. Bloch, B.; Labouchére, A., and Schaaf, F.: Versuch einer chemischen 
Charakterisierung und Reindarstellung des Trichophytins, Arch. f. Dermat. u. 
Syph. 148:413, 1925. 

4. da Fonseca, O., Jr., and de Aréa Leaio, A. E.: Vaccinotherapeia das 
epidermophyceas e das tinhas tonsurantes, Rev. med.-cir. do Brasil 39:269 ( Aug.) 
1931. da Fonseca, O., Jr.: Allergedes mycosicas, ibid. 42:287 (Sept.-Oct.) 1934. 
da Fonseca, O., Jr.; de Aréa Ledo, A. E.; Botafogo Gonsalves, N., and Rabello, 
Jr.: Sobre a natureza da substancia activa nas claso-vaccinas mycosicas, ibid. 
44:31 (Feb.) 1936. 

5. Kreuger, A. P., and Templeton, H. J.: Preparation of Trichophytin, Arch. 
Dermat. & Syph. 30:9 (July) 1934. 
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METHODS FOR THE PREPARATION OF COMMERCIALLY 


» AVAILABLE TRICHOPHYTINS 


Lederle Trichophytin.-—The trichophytins are prepared from T. 
interdigitale no. 267. The broth is a beef infusion broth with 1 per cent 
peptone and 4 per cent maltose added. It is put in 500 cc. lots in 
5,000 cc. Erlenmeyer flasks. A plant is made from a three to four week 
old culture of the aforementioned fungus onto this broth and grown 
at 32 to 34 C. for three months. The heavy growth is transferred to a 
4 ‘liter bottle, with 0.5 per cent phenol added, and placed in a shaker 
for twenty-four hours. It is then put in the incubator for twenty-four 
hotits and then again shaken for twenty-four hours. This shaken mass 
of growth and broth is filtered through folded filter paper, and the 
filtrate is passed through a sterile Mandler filter. 

This product as such is too strong to use. The trichophytin for 
cutaneous tests is a 1: 30 dilution of the original filtrate in physiologic 
solution of sodium chloride containing 0.5 per cent phenol. 

Trichophytin U. F. A. (Lilly).—This extract is prepared according 
to the method of Krueger and Templeton.’ Mass cultures of T. inter- 
digitale are grown, harvested, washed, ground in a ball mill and subjected 
to ultrafiltration. The product is standardized on the basis of total 
nitrogen content to 5 mg. total nitrogen per hundred cubic centimeters. 
The ball mill effectively breaks the fungi and thus avoids all heat or 
chemical treatment. The Krueger antigen injected intradermally pro- 
duces a somewhat stronger reaction than does the corresponding strength 
of available commercial products. 

Da Fonseca and Aréa Ledo Trichophytin.’—A. Dermotsicafitia: 
This is used exclusively for intradermal tests. It is claimed not to have 
any appreciable therapeutic results. It is a filtrate of the bouillon 
culture of three hundred strains of fungi, which is sterilized by heat and 
to which 0.25 per cent phenol is added. 

B. Dermatomycol: This is used exclusively for treatment. It repre- 
sents the so-called “clasovaccine.” It is made also from three hundred 
strains of fungi. The fungi are grown on Sabouraud’s dextrose agar 
in Roux flasks at room temperature (25 to 30 C.) for one month. The 
colonies are isolated and the culture killed by means of sulfuric acid. 
The resulting liquid is filtered and exactly neutralized. After steriliza- 
tion by heat (100 C. for thirty minutes) 0.4 per cent phenol is added. 


6. Roberts, D. M. E. (Lederle Laboratories): Personal communication to the 


authors. 
7. Newcomb, H. H. (Ernst Bischoff and Co.): Personal communication to 


the authors. 
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In order to clarify some of the questions which naturally arise from 
what has previously been discussed, it would be of prime importance if 
some experimental data were made available which would analyze thie 
role of the pellicle and of the bouillon as available sources of either the 
skin test principle or the therapeutic factor or both. 

In the following experiments the discussion is limited to the skin test 
principle. In a publication now in preparation the therapeutic factor 
will be discussed, since it is our belief that the two are not identical. 


EXPERIMENTS 


Material for testing for the skin-reactive principle was prepared 
from the pellicle alone and from the bouillon alone. 

Numerous Erlenmeyer flasks containing 200 cc. of Sabouraud’s 
bouillon were inoculated with T. gypseum in the, usual way. 

Pellicle Trichophytin—The pellicle was removed from the culture at 
intervals of seven, fourteen, twenty-three, forty-three and sixty-six days. 
It was washed four times with distilled water and dried between sheets 
of filter paper. It was then put into an oven at a temperature of 130 C., 
dried thoroughly and weighed. The dried pellicle was ground in a 
mortar to a powder with the addition of some sea sand. Crushed dry 
ice was added, a little at a time; then many times an excess of the solid 
carbon dioxide was added with constant grinding. The mixture was 
allowed to remain at room temperature until the ice had sufficiently 
melted to form a sludge. Physiologic solution of sodium chloride, in 
amounts of 5 cc. for each 0.1 Gm. of dried pellicle, was added and suffi- 
cient 1: 1,000 merthiolate solution to make a final dilution of 1: 1,000 
merthiolate, that is, 9 cc. of the saline solution—pellicle mixture to 1 cc. 
of a 1:1,000 solution of merthiolate. The mixture was allowed to 
remain overnight at room temperature, placed in a shaking machine for 
three hours, allowed to stand at room temperature another hour to 
permit the suspension to settle and then filtered through a Seitz filter. 

Bouillon Trichophytin.—At intervals of seven, fourteen, twenty- 
three, forty-three and sixty-six days the bouillon was removed from the 
flask and passed through a Seitz filter and sufficient 1: 1,000 merthiolate 
solution added to make a final concentration of 1: 10,000, that is, 9 ce. 
of bouillon filtrate to 1 cc. of a 1: 1,000 solution of merthiolate. 


RESULTS 


The hydrogen ion concentration of both the pellicle trichophytin 
fractions as well as the bouillon trichophytin fractions were determined 
by means of the Beckman px machine. 
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Thirty-three patients were tested. Fifteen of them showed a positive 
reaction with the Lederle trichophytin. The positive reactions varied 
from 1 to 4 plus. 

Pellicle Trichophytin—The hydrogen ion concentration of the pellicle 
fractions after a slight initial drop gradually rose to 8.61 in forty-three 
days and then showed a slight drop again. Our results indicate that 
the pellicle contains the skin test factor. A seven day fraction, from the 
earliest time when sufficient material could be obtained from the pellicle 
for testing, contained practically the same amount of skin test factor 
as the oldest fraction, sixty-six days old. 

The positive cutaneous reaction obtained with the pellicle tricho- 
phytin paralleled that with the Lederle preparation. In no instance 
was a positive reaction obtained with the pellicle trichophytin when the 
Lederle preparation gave a negative reaction. The intensity of the reac- 
tion was the same for both the Lederle and the pellicle fractions, whether 
a seven day or a sixty-six day preparation of the latter was used. 

Bouillon Trichophytin—The py of the bouillon trichophytin rose 
rapidly from 6.67 to 8.1 in seven days. At the end of forty-three days 
it had risen to 8.6, with a gradual drop to 8.38 in sixty-six days. 

In only 1 instance did the bouillon trichophytin elicit a positive 
cutaneous reaction when a Lederle preparation produced a negative 
reaction. For patients with a strongly positive trichophytin reaction to 
a 1:30 dilution of the Lederle trichophytin there was a sufficient con- 
centration of the skin test factor, even in a seven day old sample, to give 
a 4 plus reaction. For patients who were only moderately sensitive to 
Lederle trichophytin it was much easier to follow the increase in the 
concentration of the skin test factor in the bouillon with age. In seven 
days there was a sufficient concentration of the skin-reactive substance 
to give a positive cutaneous reaction which was somewhat less or equiva- 
lent to the reaction obtained with Lederle 1:30. The skin test factor 
then slowly increased in concentration until it reached its maximum, in 
approximately forty-three days. There was little, if any, change after 
that time. 

‘It would lead one too far afield to discuss in this communication the 
changes in hydrogen ion concentration in the bouillon as an indication of 
the concentration of either the skin test factor or the therapeutic prin- 
ciple. The data will be embodied in a subsequent paper. 

The aforementioned experiments were repeated with another tricho- 
phytin made from pellicle and bouillon at intervals of seven, fourteen, 
twenty-four and forty-three days. Tests were made on 17 additional 
patients, comparing the reactions as before with a 1: 30 dilution of the 
Lederle trichophytin. The results were essentially the same as in the 
first series studied. 
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SUMMARY 


1. The skin-reactive factor which is responsible for the elicitation 
of a positive cutaneous reaction with trichophytin is found in both the 
bouillon and the pellicle of a culture of T. gypseum in Sabouraud’s 
bouillon. 

2. The skin-reactive factor can be demonstrated to be present in the 
pellicle from the latter’s earliest appearance. In our experiments enough 
pellicle material could be gathered in seven days to demonstrate this 
specific factor. Its concentration remained at approximately the same 
level throughout the whole period of our experiments, i. e., sixty- 
six days. 

3. In the bouillon, however, the concentration of the skin-reactive 
factor increased with the age of the culture. It could be demonstrated 
to be present in seven days but reached its maximum concentration in 
forty to fifty days under our experimental conditions. 


This work was done with the technical assistance of Edward Weissbard. 
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Clinical Notes 


SULFATHIAZOLE IN THE TREATMENT OF ERYSIPELOID 
Georce V. Kutcuar, M.D., ann Eric Rosenserc, M.D., SAN FRANcIsco 


Little study has been made of the effect of sulfanilamide and its derivatives 
on infections due to the bacillus of swine erysipelas (erysipeloid). The only 
report that has come to our attention is that of Schech and Shelmire,! in 
1940, who stated the belief that sulfanilamide therapy was of some value in the 
treatment of erysipeloid on the basis of the success attained in 3 of 4 patients 
treated. In the fourth patient, as the infection continued to extend after six 
days of chemotherapy, the drug was regarded as being ineffective. Because of 
the variable course of erysipeloid, as Klauder 2 has emphasized, the evaluation 
of treatment is somewhat difficult. However, because of the rapid response to 
treatment with sulfathiazole (2-sulfanilamidothiazole) and the relative rarity of 
erysipeloid, we are prompted to report the results obtained with this compound 
used to the exclusion of other measures in the treatment of 2 patients with 
infections due to a bacillus of swine erysipelas in the hope that a further trial 
may lead to a more proper evaluation. 

The diagnosis of erysipeloid is made from a consideration of the history and 
the clinical appearance of the lesions. As in the 2 cases to be reported, the 
infections occur most commonly in persons handling fish and animal products. 


REPORT OF CASES 


Case 1.—A 33 year old pantryman acquired an erysipeloid through a laceration 
sustained while cleaning fish. When he entered the clinic on Nov. 15, 1940, there 
was an advancing erysipeloid involving the palm and proximal phalanges of the 
left hand. Sulfathiazole therapy was started, beginning with a dose of 5 Gm. 
for the first day and continuing with 4 Gm. per day. After two days cf treatment 
the infection disappeared; so chemotherapy was discontinued. There have been no 
subsequent recurrences. Sulfathiazole was tolerated without reaction. 

Case 2.—A 60 year old cook was first seen on Jan. 4, 1941, with an erysipeloid 
of seven days’ duration involving the thumb and palm of the right hand and the 
contiguous portion of the wrist and presumably acquired from the handling of 
meat. The infection was extending up the right forearm at the time that treat- 
ment with sulfathiazole was instituted. An initial dose of 4.5 Gm. was given, 
and 4 Gm. was given for the ensuing three days. Since the infection responded 
rapidly, the dose was then reduced to 3 Gm. per day. After seven days the admin- . 
istration of sulfathiazole was discontinued, as all evidence of the infection had 
disappeared. Although the period of observation has been short, there has been no 


From the Division of Dermatology and Syphilology, Department of Medicine, 
Stanford University School of Medicine, service of Dr. Harry E. Alderson. 

1. Schoch, A. G., and Shelmire, B.: Erysipeloid of Rosenbach Successfully 
Treated with Sulfanilamide, Arch, Dermat. & Syph. 41:570 (March) 1940. 

2. Klauder, J. V.: Erysipeloid as an Occupational Disease, J. A. M. A. 
111:1345 (Oct. 8) 1938. 
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recurrence to the time of writing. There were no untoward reactions to sulfa- 
thiazole. No determinations of the concentration of sulfathiazole in the blood 
were made. 

COMMENT 


Since in the 2 cases herein reported the erysipeloid was extending at the 
time that sulfathiazole therapy was started and since in both instances the 
infection began to regress on the day following the beginning of treatment, it 
would appear that the rapid response is indicative of a specific effect of sulfa- 
thiazole on infection due to the bacillus of swine erys!pelas. Since none of the 
other measures commonly cited as being of some value, such as specific serums, 
roentgen rays, ultraviolet radiation or local applications of heat, were used, the 
rapid and effective results observed must be attributed to sulfathiazole. 


SUMMARY 


Sulfathiazole used without other forms of therapy is reported as being 
effective in the treatment of 2 patients with infections due to the bacillus of 
swine erysipelas. The results obtained are sufficiently encouraging to warrant a 
further trial of sulfathiazole in the treatment of erysipeloid. - 


CONTACT DERMATITIS FROM TEEL 
J. B. Hix, M.D., Attus, OK La. 


J. S., a man aged 61, keeper of the county jail, had an erythematovesicular 
eruption on the fingers of both hands which developed in March 1940. I thought 
this was due to an external irritant and made patch tests with the various soaps, 
oils and other substances which he was using. The results were negative. Local 
applications of soothing agents improved the eruption, which, however, did not 
clear up entirely. About September 1 he volunteered the information that he was 
using “teel,” a proprietary dentifrice, for washing his denture. He would hold 
the denture with his fingers and apply the teel with a brush, the solution coming 
in contact with his fingers each time. A patch test with teel gave a strong 
reaction. After the use of this agent was stopped the dermatitis quickly disappeared 
and did not recur. ° 


404 Gosselin Building. 
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N ews and Comment 


AMERICAN BOARD OF DERMATOLOGY 
AND SYPHILOLOGY 

At a special meeting of the American Board of Dermatology and Syphilology 
held on April 7, 1941, at the Hotel Roosevelt in New Orleans, it was voted that 
any candidate for a certificate shall become eligible for the written examination 
at the end of three full years of training instead of at the end of five years’ training 
and experience, as heretofore required. 

It was also voted that candidates who have been called into military or naval 
service and have completed three years of training in dermatology and syphilology 
may take the complete examination (both written and oral) at the next regular 
meeting of the board. If the results of the examination are satisfactory, the certifi- 
cate will be issued after satisfactory completion of the full five years’ experience 
in dermatology and syphilology regularly required of group B candidates. 

The members of the board also discussed the matter of preceptors to facilitate 
the graduate-training program, as suggested in the syllabus on graduate training. 
They voted to invite applications from teachers of dermatology desiring to act as 
preceptors for candidates in training under their supervision. Application blanks 
will soon be sent to heads of departments of dermatology in various medical schools 
and hospitals, and in addition the board invites applications from dermatologists 
who may not occupy teaching positions but who may be able to supply the requisite 
training. 

A written examination will be given by the American Board of Dermatology 
and Syphilology on Nov. 3, 1941, and an oral examination, on December 12 and 13. 
Applications for the former should be in the hands of the Secretary, Dr. C. Guy 
Lane, 416 Marlborough Street, Boston, by September 23, and for the latter, by 
November 8. 


DIRECTORY OF MEDICAL SPECIALISTS 


A second edition of the Directory of Medical Specialists has been authorized by 
the Advisory Board for Medical Specialties, to be ready for distribution in February 
1942, with its contents complete to Jan. 1, 1942. 

This directory is the official publication of the Advisory Board for Medical 
Specialties and will list the names of approximately 18,000 diplomates of the fifteen 
American boards examining candidates for certification in the specialties. This 
shows an increase of 4,000 over those listed in the first edition, issued early in 1940. 
The geographic grouping will give completely revised biographic data about each 
diplomate. There is an alphabetical index of diplomates with addresses and 
specialty designations. The plan of organization, the officers and the examination 
requirements of each American board are fully outlined. 

Information not found in the first edition will be included in the second, such 
as details of formal training and military appointments of the diplomates. 

The names of all physicians who have been formally certified by one of the 
American. boards will be included. 

The publication is issued through the Columbia University Press of New York. 
The secretary of each specialty board serves on the Advisory Editorial Board, and 
Dr. Paul Titus, 1015 Highland Building, Pittsburgh, of the American Board of 
Obstetrics and Gynecology, is the directing editor. 
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Obituaries 


GEORGE H. BELOTE, M.D. 
1894-1941 


His many friends and colleagues will be grieved to learn that Dr. 
George Harold Belote died in Ann Arbor, Mich., on March 11, 1941. 
Although he had not been in robust health for some time, definite 
symptoms of his final illness became apparent only three weeks before 
his death. The rapidity of onset and the character of these symptoms 
did not permit an immediate clinical diagnosis. Maintaining his usual 
diagnostic acumen, Dr. Belote was at once convinced that he had been 
stricken with an abdominal neoplasm. With the certainty of death on 
him, his fortitude, magnificent courage and almost beatific understanding 
astounded those who administered to him during his last weeks. 

George Belote was born near Battle Creek, Mich., on Aug. 9, 1894 
and completed his elementary school work at the Battle Creek High 
School in 1916. The World War temporarily postponed the furtherance 
of his medical ambitions, for in June 1917 he enlisted as a private in 
Headquarters Troop of the Eighty-Fifth Division. Application, ability 
and determination, qualities which were later to make him a national 
figure in dermatology, were soon rewarded, as he was promptly advanced 
to the rank of sergeant and later was commissioned as a second lieutenant 
in the Air Service Aeronautics. He was honorably discharged from the 
army at Houston, Texas, in 1919. 

He then matriculated at the University of Michigan, where he com- 
pleted his academic and medical school work in 1923, establishing a 
scholastic record which never has been surpassed. On the completion 
of his internship at the University Hospital he started his dermatologic 
training in the service of Dr. Udo J. Wile, with whom he was con- 
tinuously associated both in academic work and in private practice. 
Rising rapidly from the rank of instructor to that of assistant professor 
of dermatology and syphilology, he became associate professor in 1929 
and held this title until his untimely death. 

Dr. Belote wrote exceptionally well, and his publications were 
numerous and well conceived. His investigative mind naturally led to 
a diversity of subjects. His writings were always timely and of current 
interest and, as such, definitely contributed to the advancement of 
dermatologic thought. It was unfortunate that he could not have 
pursued further his studies on necrobiosis lipoidica diabeticorum, for 
his intense interest in this baffling syndrome had already dissipated 
several mistakenly held theories. In a similar manner his scholarly 
presentation of “The So-Called Libman-Sacks Syndrome” and later of 
“Lupus Erythematosus Disseminatus” symbolized the clarity of his 
reasoning and materially crystallized dermatologic opinion concerning 
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these little understood diseases. Other noteworthy contributions were: 
“A Simple Color Test for Bromine in Body Fluids,” “Angiokeratoma,” 
“Tularemia” and “Acne Conglobata.” 

It was as a teacher, however, that he reached the greatest heights of 
his talents. His well ordered mind, the accuracy of his observations and 
the logic of his thinking enabled him to transmit to his students a forceful 
and convincing exposition of his chosen subject. 


GEORGE H. BELOTE, M.D. 
1894-1941 


Personally he was quiet and reserved. To those who knew him well, 
he was a sincere, loyal and courageous friend, and his integrity of mind 
and honesty of purpose gave him a strength of character admired by 
all. His sudden death at the zenith of his medical productiveness will 
be deeply felt by his alma mater and by the medical world. 

Dr. Belote was married to Lucy May Moorehouse on May 4, 1924. 
He is survived by his widow and two children. 


HarTHER L. 
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CYRIL KELLOGG VALADE, M.D. 
1891-1941 


Dr. Cyril Kellogg Valade died of coronary occlusion at Harper 
Hospital, Detroit, on March 26, 1941. He was born in Detroit on 
March 27, 1891 and received his medical degree in 1916 from the Detroit 
College of Medicine and Surgery. Enlisting in the army at once, he 
served during the World War as a syphilologist at various hospitals in 
the British Isles. His final rank was that of major in the United States 
Medical Reserve Corps. After 1919 he served for various periods as 
dermatologist at the Children’s Hospital, Harper Hospital, City of 
Detroit Receiving Hospital, Protestant Children’s Home and St. Joseph’s 
Mercy Hospital. He was also an instructor in dermatology and 
syphilology at Wayne University College of Medicine. 

An active worker in medical organizations, he was a charter member 
and a past president of the Detroit Dermatological Society and was 
instrumental in its reorganization and incorporation. He was an 
organizer of the Section on Dermatology and Syphilology of the 
Michigan State Medical Society and served as its chairman for the first 
two years. He was an active member of the American Academy of 
Dermatology and Syphilology from the time of its inception. He was 
the author of several interesting articles on various dermatologic subjects 
which appeared in the Journal of the Michigan State Medical Society 
and in national medical journals. His hobbies were boating, fishing and 
gardening. 

On Oct. 5, 1922 he married Marion Anderson, and he is survived by 
Mrs. Valade and their four children. He will always be remembered 
by those who knew him for his friendly manner and his constructive 


enthusiasm. H. J. PARKHURST 


Abstracts from Current Literature 


Epitep By Dr. Herspert RATTNER 


Herepitary EpiperMotysis BuLitosa: Report OF A CASE WITH A R&SUME oF 
THE LiteraTurE. L. T. Davipson, Am. J. Dis. Child. 59:371 (Feb.) 1940. 
The author, dividing epidermolysis bullosa into the accepted types of simple 

and dystrophic forms, proceeds to report a case in which lesions were present at 


; birth. Rapid progression of the lesions occurred, and the infant died on the twenty- 
A ninth day of life. Davidson states the belief that this case belongs to the group 
” In 


described by Herlitz under the title “epidermolysis bullosa hereditarea letalis. 
the case reported, as in several others in the literature, there were congenital 


cutaneous defects on the extremities. 


TREATMENT OF RITTER’S DISEASE WITH SULFAPYRIDINE: REPORT OF A CASE WITH 
Recovery. Netson W. Ryan and L. Gotpman, Am. J. Dis. Child. 59:1057 
(May) 1940. 

The authors report a sporadic case of severe Ritter’s disease in which cure 
was rapidly obtained by transfusions and use of sulfapyridine. As suggested by 
the authors, this disease is really a severe type of impetigo. 

Netson Paut Anperson, Los Angeles. 


SIGISMUND 


Lire ExpectANCy AND MortTaity FROM SKIN AND Lip CANCER. 
Pe.ier, Am. J. M. Sc. 199:449 (April) 1940. 

Peller states that at the onset of the disease carriers of epithelioma of the skin 
or lip are about as old as the average of all other patients with cancer, but their 
age at the time of death is greater because the influence on life expectation and 
mortality depends on the age at onset. The author carried out a statistical analy- 
sis of 715 cases and concluded that patients under 60 years of age with cancer 
of the skin or lip have an increased mortality and a shortened life expectancy. 
In the higher age groups there are fewer deaths than would be expected from the 


general life table. 


“PIGEON DERMATITIS,” A VITAMIN B Dericrency STATE WITH ANEMIA. WIL- 
LIAM DAMESHEK and Paut G. Myerson, Am. J. M. Sc. 199:518 (April) 
1940. 

Dameshek and Myerson report on deficiency of the vitamin B complex in - 
pigeons characterized by specific dermatitis and anemia. They concluded that 
the dermatitis is not due to lack of riboflavin, nicotinic acid or vitamin Be (pyri- 
doxine) but rather results from the absence of some other component of the 
vitamin G (Bz) complex, possibly the chick antidermatitis factor. 

St. Paul. 


Hypersensitiviry. ARMAND E. CoHEeN and M. L. WaATrTERSTONE, 
J. Allergy 11:393 (May) 1940. 
Two asthmatic Negroes had necrotic areas in the skin of the thighs, the 
upper part of the arms and the shoulders which developed at the sites of repeated 
injections of epinephrine. The authors were able to demonstrate that the necrotic 
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areas were due to an acquired tissue sensitivity to epinephrine (local tissue ana- 
phylaxis—Arthus’ phenomenon). During the course of frequent self-administered 
injections, patient 1 on a few occasions had injected the drug into small blood 
vessels unintentionally. After such administration, not only did the usual reactions 
to intravenous injection of epinephrine follow, but sites of previous injection (sub- 
cutaneous), if not entirely healed, flared up and pained considerably (Shwartzman 
phenomenon). 


Both patients showed characteristic necrosis following the subcutaneous and 
intradermal injections of a 1:1,000 solution of epinephrine hydrochloride (Parke, 
Davis & Company), a 1:1,000 solution of epinephrine hydrochloride (Armour & 
Co.) and epinephrine base in oil. Neither showed sensitivity to a 1:1,000 solution 
of synthetic epinephrine hydrochloride (Winthrop Chemical Co.) or necrosis to 
injections of 0.5 per cent chlorobutanol (chloretone) or 0.1 per cent sodium bisul- 
fite, the preservative and the stabilizer respectively used, in the preparations of 
epinephrine supplied by both Parke, Davis & Company and Armour & Co. 


Patch tests to solutions and crystals of epinephrine hydrochloride, sodium bisul- 
fite and chlorobutanol gave negative results. Passive transfer tests made on 3 
persons with the serum from patients 1 and 2 gave negative results. Injections 
of crystals of epinephrine suspended in saline solution did not cause necrosis in the 
skin of normal controls. Injections of more concentrated solutions of both chloro- 
butanol and sodium bisulfite caused sloughing in the skin of both patients and of the 
normal controls. 


Contact DERMATITIS FROM THUROWORT (EUPATORIUM ALTISSIMUM). A. J. 
Brier, J. Allergy 11:402 (May) 1940. 


The author reports a case of subacute dermatitis of the face and forehead in 
a 39 year old man, due to the flowering part of thoroughwort. The diagnosis was 
proved by the history, results of patch tests and desensitization therapy. 

Eupatorium altissimum is a common plant throughout the Middle West. It 
is commonly known as tall thoroughwort or boneset ; the habitat is dry open spaces, 
and the blooming season is during September and October. 


MENDELSOHN, New York. 


Tue Errect oF LiveR AND PANCREAS EXTRACT ON Fat SYNTHESIS AND 
MetapoLisM. E. W. McHenry and G. Gavin, J. Biol. Chem. 134:683 (July) 
1940. 


If thiamine hydrochloride is added to a basal diet low in choline and fat free, 
it causes a marked increase in the fat liver of young rats. Such fatty livers are 
prevented by the lipotropic action of choline. In the experiments reported the 
authors used the same fat-free diet supplemented by a fraction of beef liver 
known to contain pantothenic acid and factor W. They produced fatty livers 
in rats which were not prevented by choline, even in large doses. The fatty 
livers produced by this liver fraction differed from those produced by thiamine 
hydrochloride in the fact that they showed an increased content of cholesterol. 
This could be prevented by lipocaic (an alcoholic extract of pancreas). A similar 
effect was produced by a rice polishing concentrate and brewers’ yeast. Accord- 
ing to the authors, three types of alimentary fatty livers can be produced by 
three different methods: (1) by feeding a thiamine-rich, low choline diet, (2) by 
feeding cholesterol and (3) by feeding the liver extract. The fatty livers pro- 
duced by liver extract are accompanied by an increase in body fat. The increase 
in body and liver fat and the rise in cholesterol in the liver and the body of rats 
fed liver extract are apparently the result of synthesis. 
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The authors cannot at present draw any conclusions regarding the constituents 
of the liver fraction which causes the fatty livers, a condition which can be pre- 
vented by lipocaic but not by choline, since the fraction contains many substances 


other than pantothenic acid and factor W. Gross, New York. 


Stupres ON Herpes SIMPLEX ENCEPHALITIS IN Rassits: 1. THE THERAPEUTIC 
EFFect OF VITAMIN C, SULPHANILAMIDE AND PITRESSIN. JAMES FLEXNER, 
Maurice CHASSIN and Irvinc S. Wricut, J. Infect. Dis. 66:30, 1940. 


Sixty-four rabbits were studied after the corneal injection of the H F strain 
of herpes simplex in the form of macerated brain of a recently killed herpes- 
infected rabbit. All the animals died, with the exception of 1 treated with vita- 
min C. These data point to the inefficacy of vitamin C, pitressin and sulfanilamide 
as agents in the treatment of rabbits. Furthermore, the incidence of paralysis 


was not decreased by these agents. CornsLeeEt, Chicago. 


X-Ray Quatity anp Skin Reaction. Gottwatp ScHwarz, Brit. J. Dermat. 
52:10 (Jan.) 1940. 


The author discusses the differences in the reaction of the skin to different 
qualities of roentgen rays, He describes an experiment performed on 5 subjects and 
concludes that the “skin reaction was markedly more intense” on an area of skin 
exposed to hard rays than it was on a symmetric area exposed to soft rays. He 
performed the following experiment: 

Two symmetric areas of skin measuring 1 cm. were exposed. These were on 
either the abdomen or the anterior surface of the thigh. The normal surroundiag 
skin was protected by lead foil. The thimble chamber of a mecapion iontoquanti- 
meter was used for measuring the radiation. The chamber was placed directly in 
the field of radiation. Two ray qualities were selected. To one area 1,000 r was 
administered at the rate of 36 r per minute. The factors employed were 95 kilo- 
volts, 2 milliamperes, 15 cm. focal skin distance and 2 mm of aluminum. The half- 
value layer was 4.5 mm. of aluminum. To the other symmetrically placed area 
the same dose was administered; however, only 55 kilovolts, no filter and a half- 
value layer of 1 mm of aluminum were employed. 

The author also discusses the differences between a hard and a soft beam of 
roentgen rays on the relative and the absolute absorption of the dose applied at the 
surface. He concludes that with the softer beam of roentgen rays the relative 
absorption is greater. Air dose, skin surface dose and skin volume dose are 
explained, and the author states that the skin volume dose is greater with hard 
roentgen rays than with soft ones. 

The author advocates the abolition of the “erythema dose” and the “threshold 
erythema dose” and describes biologic or cutaneous reactions in terms of the 
“principal erythema dose.” With 100 kilovolts he gives 900 r as the principal - 
erythema dose and 300 r as the temporary epilation dose, whereas with 60 kilovolts 
the principal erythema dose is 1,000 r and the temporary epilation dose is 333 r. 
Much of the material is of controversial nature. Crpottaro, New York. 


Tue TREATMENT oF Eye, SKIN AND Moutn Lesions Due to Vitamin DerFI- 
crencies. Lucius Nicnotts and ANANDA Indian J. M. 
Research 27:705 (Jan.) 1940. 

Dry skin and phrynoderma responded to treatment with vitamin A. Linoleic 
acid had no curative effect on phrynoderma. Sore mouth (angular stomatitis 
and erosion of tongue) responded to treatment with extract of yeast, but nicotinic 
acid had no effect. 
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AcNEFORM Lupus oF THE Face. J. Gaté, P. Curteret and H. BLan- 
CHARD, Bull. Soc. frang. de dermat. et syph. 46:929 (Sept.-Oct.) 1939. 


The patient, a girl aged 19, was seen for an acneform eruption of the face. 
Her father had died of pulmonary tuberculosis, and a sister also had this disease. 
The eruption was localized on the central part of the face. The lesions were 
slightly raised nodules. A roentgenogram of the chest showed no tuberculosis. 
The cutireaction to a tuberculin test was positive. The histologic picture was 
tuberculoid and showed mostly epithelioid cells. 


THe AUROTHERAPY OF Lupus EryTHEMATOSUS. GRzyBOWSKI and JASTZEBSKA, 
Bull. Soc. frang. de dermat. et syph. 46:1196 (Sept.-Oct.) 1939. 


In 43 cases of chronic lupus erythematosus allochrysine (sodium thioauroglycero- 
sulfonate) was given in doses of 5 to 10 cg. for eight to ten weeks. After an 
interval of six to eight weeks the course was repeated. Improvement often con- 
tinued during the rest period. 
In 55 per cent of the cases one series of treatments caused the disappearance 
of the lesions. In only 30 per cent of the cases in which relapse occurred could 
the condition be healed by gold therapy. In 5 to 6 per cent of the cases in 
which there was relapse resistance to gold therapy apparently developed. Of the 43 
cases, a toxicoderma developed in 1 and transitory albuminuria in 3. 
In brief, in half of the cases of lupus erythematosus the response was good, 
while in the other half, recurrences called for repetition of the treatment. The 
contraindications to gold therapy are: advanced age (past 50), cardiovascular 
or renal disease, febrile states, active pulmonary tuberculosis, pregnancy and, 
especially, signs of acuteness of the lupus erythematosus. 


oF RayNnaup’s Disease Durtnc Two Precnancies. H. Goucerot and 
St. Bouts, Bull. Soc. frang. de dermat. et syph. 46:1325 (Sept.-Oct.) 1939, 
The patient, a woman aged 31, had symptoms of Raynaud’s disease one month 
after her first pregnancy terminated in the expulsion of a dead fetus. The crises 
of cyanosis and pain ap,.ared eight to ten times daily and were provoked by 
exposure to cold or even tepid water. There were deep, torpid ulcerations on 
several fingers. 

The disease completely disappeared during two subsequent pregnancies, a fact 
emphasizing the importance of the endocrine factor in this case of Raynaud's dis- 
ease. On this account therapy with an estrogenic substance was instituted, with 
considerable diminution in the frequency and duration of the crises. The digital 
ulcerations improved somewhat. 


DerMATITIS SIMULATING SuBACUTE Lupus ERYTHEMATOSUS: TREATMENT BY 
Nicotinic (VitaAMIN P-P Factor). Civatte, TZANCK, and Srp1, Bull. 
Soc. frang. de dermat. et syph. 46:1344 (Sept.-Oct.) 1939. 


The patient, a woman aged 52, was seen in February 1939 for dermatosis on 
the face, which had appeared after exposure to the sun. A clinical diagnosis of 
subacute lupus erythematosus was made. The patient stated that since her meno- 
pause an eruption had developed on the exposed surfaces on several occasions 
after she was in the sun. Porphyrins were found in the urine. 

Complete, rapid healing followed subcutaneous injections of nicotinic acid amide. 
The patient was subsequently able to expose herself to sunshine without reappear- 
ance of the dermatitis. Laymon, Minneapolis. 


ho 


ag 


856 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


PATHOGENESIS OF HyYPERSENSITIVENESS TO FLOUR AND PERSULFATE IN FLOUR 
Workers. H. A. E. v. DisHoeck and D. J. Roux, Arch. f. Dermat. u. Syph. 
181:34, 1940. 

A number of millers and bakers in Amsterdam, Netherlands, were tested by 
means of scratch tests with proteins from various grains and patch tests with 
ammonium persulfate. The authors distinguish in tabular form dermal hyper- 
sensitiveness to meal and epidermal hypersensitiveness to ammonium persulfate. 


Allergy to Grain Proteins Epithelial Allergy to Ammonium 


1. Direct urticarial reaction after scratch Persulfate 
and intradermal test. Results of 1. Positive result to patch test with 5 


patch tests negative. 


2. Allergy persists after occupation is 


discontinued, often for life. 


. Positive dermal reactions to grain 


proteins in almost all bakers and mil- 
lers who have had vasomotor rhinitis, 
asthma and eczema. No positive 
reactions in healthy millers and 
bakers. 


. Prausnitz-Kiistner reaction easily 


obtained in form of a direct urticarial 
wheal. 


. Guinea pigs sensitized by subcuta- 


neous injection. 


per cent ammonium persulfate. Rarely 
positive result to intradermal tests. 


. Allergy transitory. Usually dis- 


appears quickly after the eczema has 
healed. 


. Positive result to patch test only in 


some bakers with florid eczema. 
Negative reactions in millers with 
eczema and in bakers who have had 
eczema. A positive dermal reaction 
to grain protein almost always 
accompanies the positive result to 
patch tests with persulfate. 


. Negative Prausnitz-Kiistner reaction. 


K6nigstein-Urbach reaction vesicle 
fluid positive. 


. Guinea pigs not sensitized by sub- 


cutaneous injection. Injection of mix- 


ture of grain protein and persulfate 
was followed by hypersensitivity to 
protein only. 


. Complement fixation reaction positive. 6. Complement fixation reaction nega- 
tive. 


Persons who handle the dry meal may be hypersensitive to grain protein, but 
persulfate dermatitis occurs only in bakers whose skin comes in prolonged intimate 
contact with the moist, acid dough. Dermal hypersensitivity seems to favor the 
acquisition of epidermal hypersensitivity. One half of those persons with dermal 
hypersensitivity to grain proteins acquired pollen hypersensitiveness. Hypersensi- 
tiveness to grain protein is of the type of inhalation allergy. In only 1 case could 
sensitization through the damaged skin be incriminated. It is difficult to produce 
vascular hypersensitiveness through the damaged skin. : 


Wuat Can Dermatotocy Expect rrom Stupres oF BLoop Cuemistry? H. 
Basnik, Arch. f. Dermat. u. Syph. 181:110, 1940. 


The author determined the amount of bilirubin, total cholesterol, rest nitrogen, 
uric acid, potassium, calcium, sodium chloride and sugar in the blood of 150 patients 
with various dermatoses, including acute and chronic eczema, dermatitis, psoriasis, 
seborrhea, seborrheic dermatitis, pruritus, pemphigus and dermatitis herpetiformis. 
He concludes that his study and those reported in the past twenty years have not 
been of great assistance in determining the cause of dermatoses. The results sug- 
gest that the estimation of as yet unknown substances in intermediate metabolism 


may be of assistance. Becker, Chicago. 
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CONTRIBUTION TO ERUPTIONS ASSOCIATED WITH LEUKEMIA. J. YAMAZAKI and 
I. NAKANO, Jap. J. Dermat. & Urol. 46:79 (Oct.) 1939. 


The author reports 3 cases of eruption accompanying leukemia. One case was 
that of a boy aged 12 years in whom a tumor of the scalp developed seven months 
after an injury, with enlargement of the retroauricular and cervical glands. The 
blood count showed severe anemia and leukopenia, and later there was leukocytosis. 
The autopsy revealed myeloid leukemia of the bone marrow, spleen and lymph 
glands. The second case was that of a man aged 47 in whom a generalized severe 
pruritic eruption suddenly developed which fitted into the entity erythroderma 
lymphaticum eczematisatum (Pincus). The lymph glands were enlarged, but the 
blood count at first revealed nothing abnormal but later showed severe anemia. 
Forty-seven days after the appearance of the eruption the patient died, and the 
autopsy confirmed the diagnosis of lymphatic pseudoleukemia. The third case was 
that of a man aged 60 in whom there developed thickening of the nape and sides 
of the neck, which extended to the upper portion of the back. Of all the enlarged 
lymph glands only one inguinal gland suggested microscopically lymphatic leukemia. 
Observation for four months did not reveal any abnormality of the blood or of the 
material from the sternal puncture. 


IMMUNIZING METHODS WITH TypPHOID VaccINE: 1. ANTIBODY PRODUCTION IN 
THE BLoop BY PERCUTANEOUS APPLICATION OF TypHoIp Vacctne. S. Sarto, 
Acta dermat. 34:1 (Aug.) 1939. 


Typhoid vaccine was applied to the skin following scarification or erosion pro- 
duced by cantharidin. By means of this percutaneous vaccination the antibody titer 
of the blood was considerably increased, but this increase was less than that follow- 
ing subcutaneous vaccination. It required also more time before the highest 
agglutination titer was reached. The advantage of this vaccination consists in the 
absence of any by-effects. Boom, New York. 


Grave ImpeTico HeRPETIFORMIS DEFINITELY CURED AFTER ROENTGENOLOGIC 
CASTRATION. AXEL CEDERCREUTZ, Acta dermat.-venereol. 20:403 (Aug.) 1939. 


The author describes the case of a woman who had four attacks of impetigo 
herpetiformis in ten years. Each attack lasted several months and was accom- 
panied by high fever. Two of the attacks occurred during pregnancies and improved 
after intravenous injections of colloidal silver. On one occasion neoarsphenamine 
was also used. After the fourth recurrence a roentgenologic castration was per- 
formed, and since the condition has recurred only once (one year later). The 
patient is now free of symptoms and has been so for the last seven years. The 
author cites from the literature various methods successfully used in the therapy 
of impetigo herpetiformis, such as the use of autovaccines, intravenous injections of 
an alcoholic solution of turpentine, intravenous injections of the blood of healthy 
pregnant women, parathyroid and ovarian preparations. 

AsTRACHAN, New York. 


Society Transactions 
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MANHATTAN DERMATOLOGIC SOCIETY 
J. Frank Fraser, M.D., President 
AntTHONY J. M.D., Secretary 


Oct. 8, 1940 


A Case for Diagnosis (Granulomatous Lesion of the Tongue in an Infant). 
Presented by Dr. Howarp Fox. 


R. M., a boy aged 8% months, was first seen by the presenter on Aug. 28, 1940, 
He was referred by Dr. H. T. Vogel, a pediatrician, who stated that he first 
noticed a stomatitis about August 1. He found white patches on the tongue, 
lips and palate, a scraping of which showed Vincent’s organisms. Later the lesions 
on the tip of the tongue “sloughed out,” leaving a V-shaped loss of .substance. 
The patient had been treated locally with mild protein silver, merthiolate, gentian 
violet, sodiura perborate and silver nitrate. He was also given one intramuscular 
injection of sulfarsphenamine. After this treatment Vincent’s organisiiis dis- 
appeared but the stomatitis still remained. When I first saw him theré was a 
nontender, firm, whitish granulomatous mass on the V-shaped area of the tip of 
the tongue. There was also an elevated whitish patch the size of a split pea 
on the mucous membrane of the lower lid. Keratitis of the left eye of a few 
days’ duration and a fine punctate hemorrhagic rash of the face were ‘present. 

There was no family or personal history of tuberculosis, and the result of a 
Mantoux test was negative. The Wassermann reaction of the blood of the mother 
was negative when the baby was born. The Wassermann reaction of the father’s 
blood was also negative. The baby showed no clinical signs of syphilis, and a 
specimen of blood from the jugular vein gave negative reactions to the Wasser- 
mann, Kline and Eagle tests. The urine was normal. An examination of the 
blood showed 60 per cent hemoglobin, 3,600,000 erythrocytes and 16,000 leuko- 
cytes, with a differential ratio of 49 per cent polymorphonuclear leukocytes (25 
per cent mature and 24 per cent immature), 41 per cent lymphocytes and 10 per 
cent monocytes. A subsequent examination of the blood showed 65 per cent 
hemoglobin, 4,100,000 erythrocytes and 14,000 leukocytes, of which 42 per cent were 
polymorphonuclear leukocytes. There were no abnormal erythrocytes. The sedi- 
mentation rate of the blood (Westergren method) was 17 mm. Histologic exami- 
nation of tissue from the tongue was made by Dr. D. L. Satenstein, who made a 
diagnosis of “vascular papilloma, the bottom of which is undergoing liquefaction 
necrosis.” His report stated: “The epidermis is irregularly acanthotic and in - 
part is covered by a parakeratotic horny layer. The epidermis was cut laterally, 
enclosing numerous tops of papillary bodies. In the papillary and subpapillary 
zone are numerous thin-walled vessels. In the midportion of the cutis are num- 
erous connective tissue cells, among which are many thin-walled vessels. At the 
bottom of the entire section is a finely netted substance enclosing larger and 
smaller cavities, in which are some very finely granular fibers. Scattered through 
this zone are numerous granules (broken-down cells). The gram stain for organ- 
isms and the methylene blue stain for fungi gave negative results.” 

With the exception of the lesions in the mouth, the baby appeared well nour- 
ished and in excellent health. He was not restless and did not cry at night. He 
weighed 21 pounds (9.5 Kg.). 

Nore.—A patch test was subsequently performed with a rubber nipple, the 
result being negative. Iodides were administered, with some improvement. 
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DISCUSSION 


Dr. Davin L. SaTeNsteIN: This case is an unusual one of necrosis of the 
skin and mucous membranes of unknown cause. Laboratory work has been of 
no value. Dr. Wilbert Sachs showed a patient with a similar condition of 
unknown causation which cleared up spontaneously. I think the condition might 
be due to traumatism. The tip of the tongue in children is often traumatized. 


Dr. E. Witt1AM ABRAMOWITZ: I remember a similar example of this condition 
in an adult patient of the late Dr. Ludwig Oulmann. That patient presented an 
ulcer of the lower lip. Syphilis was excluded. No other organism but a Strepto- 
thrix was found. The lesion healed rapidly under treatment with potassium iodide 
by mouth, 

Dr. Davin Bioom: I am inclined to put this case into the group of cases of 
sudden necrosis in children occurring after measles or other infectious diseases, 
the causation of which is not explained. 

Dr. HERMAN SHARLIT: It seems to me that this condition belongs in the group 
of phagedenic ulcers. I have seen it several times in adults and localized on the 
penis. Two patients that I saw ultimately got well just by keeping the part clean 
and using no special type of treatment. Apparently other infections go along ~ 
with this. I have never seen such a condition on the tongue, but I can imagine 
that it is the same thing. 

Dr. Georce C. ANpREws: My thoughts seem to run along the same line as 
those of the previous speakers who mentioned spontaneous gangrene in infants and 
phagedenic ulcerations. There are so many strong chemicals in rubber, and it 
might be possible that the nipple that comes in contact with this area is causing 
the condition. I suggest feeding the baby without the nipple for a while. 

“Dr. Wiipert SAcus: If the lesion started as a deep-seated process, I believe 
one should consider the possibility of periadenitis mucosa necrotica recurrens. The 
patient also has a lesion on the lip. If it belongs to the aforementioned disease, 
probably more such lesions in the mouth will develop. 


Dr. Davin L. Satenste1n: I went over that slide thoroughly, and could not 
find any organisms. If the condition were due to milk one would find the lactic 
acid bacillus. Nothing like that was present in the tissue. 

Dr. Howarp Fox: In answer to Dr. Sachs as to whether the process began 
as superficial plaques or as nodules, I would say that I do not know but that the 
baby still has a hard nodule on the lip. In regard to the suggestion that the process 
is similar to noma following measles, the child has never had measles. No investi- 
gation of the milk the baby has taken has been made. 


A Case for Diagnosis (Dermatitis of the Right Foot). Presented by Dr. 
Grorce C. ANDREWS. 


‘W. H. H., a woman aged 38, first came to me in August 1935, with an impeti- 
ginous eruption on the dorsum of the right foot, which had been present inter- 
ntittently but almost consfantly for two years. At times in addition there had 

én an erythematous eruption of the ring finger and the little finger of the left 
hard, possibly due to platinum rings. The present outbreak appeared two months 
ago, as impetiginous superficially ulcerated lesions with some slight crusting. The 
lesions are rather sharply demarcated involving the dorsal surface of the second, 
third and fourth toes of the right foot, extending down into the interdigital spaces. 
Each outbreak is of the same distribution and appearance. 

General physical examination showed no abnormalities except for a low basal 
metabolic rate (—21 per cent). However, there is a past history of anemia, 
vitamin deficiency, endocrine imbalance and psychoneurotic symptoms. 

Recent treatment has consisted of wet dressings ‘of boric acid solution and a 
2 per cent gentian violet solution, and later ammoniated mercury ointment. In 
the past the condition had been ‘treated with roentgen rays, salicylic acid ointment, 
anthralin ointment (0.5 per cent) and compound ointment of benzoic acid N. F. 
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Direct microscopic examinations on Sept. 16 and 21, 1940 failed to show any 
fungi or bacteria. Cultures for fungi failed to show any growth, and the cultures 
for bacteria were sterile on these two occasions. 


DISCUSSION 

Dr. Max ScuHeer: This condition looks to me like a possible dermatitis from 
shoe leather or dye. 

Dr. SamMuet Peck (by invitation): Contact dermatitis, especially trom shoe 
leather tends to spread beyond the area of contact if exposure is continuous enough. 
I believe a clinical picture can be obtained, as in this patient, from an infection. 
I have always thought that streptococci might be playing a role. They sometimes 
act as secondary invaders to dermatophytosis. Especially frequent in such a com- 
bination of fungous infections with secondary invasion by streptococci is an 
erysipelas-like condition which may involve only several! toes or cover an exten- 
sive area. Such a condition is very resistant to treatment. 

Dr. E. Wiutt1am AsramowitTz: This condition may be an unusual type of 
recurrent herpes. 

Dr. Georce M. Lewis: It would seem best at present to classify the eruption 
as idiopathic eczema. I have had a number of cases of this kind in which attempts 
to establish a definite etiologic factor have been unsuccessful. The process is 
superficial. The primary lesions are erythematous vesicles which rupture readily, 
leaving an exudative surface. Both mycologic and bacteriologic tests gave nega- 
tive results, as do patch tests with leather and stocking material. 

Dr. Georce C. ANpreEws: The patient has been coming to me for many years, 
and the eruption has always had the same clinical appearance and location. I am 
not sure that eczema is a good term for it, because as a rule there are blisters, 
and sometimes they are so large that they could be called bullae. I had the 
impression that the condition was an iodide eruption, but the patient has not had 
hydriodic acid for two months and this has not made a bit of difference in the 
eruption. I appreciate what Drs. Peck and Lewis said because it is very helpful 
to know that similar conditions have been recognized. 


Pyoderma Gangraenosum. Presented by Dr. ANTHONY C. CIPOLLaro. 


This patient was previously presented before the Atlantic Dermatologic Con- 
ference by Dr. George M. Lewis on March 9, 1940 (not reported in transactions). 

J. C., a girl aged 14, from the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital, enjoyed good health until two years ago, 
at which time a swelling developed on her left cheek. The lesion broke down 
and an ulcer formed, which gradually healed. A similar lesion developed in the 
right submaxillary area. Ulcerations developed on other portions: of the body, 
including the trunk and extremities. She lost weight, became weak and ran a 
generally downhill debilitating course. In August 1939 acute mastoiditis on 
the right side and meningitis developed. She recovered ‘after an operation; several . 
months later chronic mastoiditis developed on the right side. In Febraury 1940 
she was again acutely ill, and examination revealed septicemia. During the past 
two years the ulcerations of the skin have become more numerous and more 
extensive. 

The patient now presents undermined, deep and superficial ulcerations. Some 
are discrete, while others are confluent. They are located on the upper and lower 
extremities and over the buttocks. The most extensive ulceration is on the left 
leg and extends from the ankle to the knee in bandlike formation. It is about 5 cm. 
in width. At present careful examination shows no focus of infection. 

Cultures of material from the ulcers have shown Staphylococcus aureus and 
nonhemolytic and beta hemolytic streptococci. The results of tuberculin tests 
were negative. Examinations for fungi gave negative results. The Wassermann 
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reaction of the blood was negative. The last blood count was essentially normal. 
The urine was normal. 

Treatment has consisted of generalized ultraviolet irradiation, polyvitamin 
therapy, the administration of sulfanilamide and the application of gentian violet, 
ammoniated mercury ointment, zinc peroxide and many other preparations. 


DISCUSSION 


Dr. Davin Bioom: I cannot conceive that in these cases the micro-organism 
plays the main role. I rather consider the background as most important. In 
other cases tuberculosis, syphilis or colitis formed the debilitating background, 
while in this case meningitis and mastoiditis have weakened the patient’s resistance. 


Dr. HerMAN SHaruit: I think the lesions are metastatic in terms of a sys- 
temic infection. She probably has a bacteremia. I think that some form of chemo- 
therapy should be tried. Sulfanilamide might do her some good. I do not think 
it is wise merely to heal the local ulcers, because she is in a condition to have 
more lesions. 

Dr. Howarp Fox: I think the condition in this case falls in the category 
that some dermatologists call pyoderma gangraenosum, though the term is not a 
satisfactory one. Treatment in my experience has been unsatisfactory. I have not 
had an opportunity to try sulfanilamide for this disease. The causation is difficult 
to determine owing to the variety of organisms that have been found. Often two 
of them are found growing in apparent symbiosis. 


Dr. Georce C. Anprews: In conjunction with the systemic treatment sug- 
gested by Dr. Bloom, which is important, and chemotherapy, I suggest the local 
use of zinc peroxide dressings. Roentgen ray treatment might also be beneficial, 
because there is a great deal of exuberant granulation tissue present. 

Dr. Maurice J. Costetto: When Dr. Lewis presented this patient I suggested 
that he try administering sulfanilamide and applying zinc peroxide paste to the 
lesions. Dr. Meleney stated that when these medicaments are used together they 
are more effective that when either is used alone. Rest in bed is important. I 
recall a patient, a 19 year old girl, treated in Dr. Fox’s office for a similar 
condition. Many types of general and local measures were employed with indif- 
ferent results. On one of her visits to the office she collapsed in the elevator 
and was found to have a right-sided hemiplegia. She was taken to Bellevue Hos- 
pital, where she was kept in bed for a number of weeks. The large ulcers healed 
in six weeks with no treatment but application of a bland ointment, indicating the 
importance of rest in bed. 

Dr. Frep Wise: I suggest a trial of injections of bacteriophage. 


Dr. SAMUEL Peck: I wonder if, instead of giving this condition a name, 
which helps very little in either the treatment or the determining of its causation, 
one could not consider this whole process as a type of Shwartzman phenomenon. 
The skin became sensitized by the mastoiditis or meningitis. To elicit the phe- 
nomenon the same organism or toxin is not necessary. For instance, the cutaneous 
preparatory factor can be a streptococcus and the hematogenous eliciting factor 
can even be a virus. In this conception one has to assume that the child’s skin 
has become so sensitized that even an ordinary cold might elicit a clinical mani- 
festation such as that in the present case. To prove this point, one should try 
to culture material from the lesions and prepare a Shwartzman toxin from the 
resulting organisms. This toxin could then be used in a cutaneous test and perhaps 
even for treatment. 

Dr. Davin L. SatensteIn: I had the opportunity of following the same type 
of condition as seen in this case in children in the Brooklyn Jewish Hospital and 
in patients who died of pneumonia and cerebrospinal meningitis. I found organ- 
isms in the tissue of patients with cerebrospinal meningitis but not in those with 
pneumonia. However, the condition was the same. I do not see how applying 
anything on the surface will have any effect except to take care of granulation 
tissue. Systemic treatment is indicated. 
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Dr. Grorce M. Lewis: This patient interested me a great deal at the New 
York Hospital, where she made several visits both as an outpatient and as an 
inpatient. Undoubtedly her life was saved on several occasions by the use of 
sulfanilamide. Temporary improvement in the cutaneous condition has previously 
followed the administration of sulfanilamide; so I am not very confident that the 
ulceration will entirely clear up with sulfathiazole therapy. Rest in bed and a 
change in climate or in environment may be necessary to bring about a permanent 
cure, 

Dr. Davip Bioom: It seems to me that the Shwartzman phenomenon, thought 
of by Dr. Peck may be, indeed, the explanation for gangrenous pyoderma in all 
the cases. 

Dr. AntHony C. Crpottaro: As Dr. Lewis pointed out, this patient after 
a work-up at the New York Hospital was treated with sulfanilamide until leuko- 
penia developed and treatment was discontinued. Sulfanilamide, however, did save 
her life on several occasions. She has been a patient in the Brooklyn Jewish, Kings 
County and New York hospitals. At present I think she should be institutional- 
ized, but her parents object and so does she. She has had all the usual kinds of 
treatment for this condition, and next Shwartzman’s toxins will be tried. The 
ulcers did not follow any systemic infection, but the systemic infection occurred 


about one year after she began having cutaneous lesions. 


Localized Myxedema Following Thyroidectomy. Presented by Dr. J. Franx 
FRASER. 

L. McP., a married Negress aged 50, states that her father and mother died of 
pneumonia. She also states that she had pneumonia three years ago. She has 
had one normal pregnancy and three miscarriages. The patient was seen in the 
Vanderbilt clinic in September 1937, at which time a diagnosis of diffuse toxic 
goiter was made and a partial thyroidectomy was performed. Her basal metabolic 
rate fell from + 84 per cent to subnormal. The administration of thyroid extract 
brought it up again to +5 per cent. About one month after the thyroidectomy 
the ankles began to swell and a keloid developed at the site of a recent vaccination. 
Roentgen examination showed sevéral calcified dense shadows within the soft 
tissues of the hands and legs, suggesting calcified filarial worms. She was referred 
for diagnosis to the Memorial Hospital. 


DISCUSSION 


Dr. Georce C. ANprews: This condition is not supposed to be due to thyroid 
insufficiency and is not supposed to be myxedema, according to recent articles. 
O’Leary called it localized solid edema with exophthalmic goiter. In O’Leary’s 
article (Localized Solid Edema of the Extremities, ArcH. Dermat. & Sypn. 
21:57 [Jan.] 1930) are some pictures of conditions resembling that in this case. 

Dr. HerMAN SuHaruiit: The same picture is seen in cases of dermatitis of 
long standing with congestion of the legs after anoxemia sets in; the skin is just 
like thick elephant hide, the sort of skin that follows certain dermatoses of the 
legs associated with stasis. 

Dr. E. Wiit1am Asramowitz: Such eruptions occur in patients who are 
operated on for exophthalmic goiter and who show a plus or minus metabolic rate. 

Dr. Howarp Fox: The term pigskin is often used to describe localized 
myxedema. In this case the skin is more like that of an elephant. The appear- 
ance of it is typical of that found in filarial and nonfilarial elephantiasis. 

Dr. J. FRANK Fraser: The question of differentiating between elephantiasis and 
myxedema rests on the histologic picture. In myxedema the mucinous tissue with 
star-shaped cells is typical. Localized myxedema has been observed with exoph- 
thalmic goiter without thyroidectomy; just why this happens, as far as I am 
aware, is not known. It is possible that atrophic changes in the thyroid may be 
a factor. The real cause of exophthalmic goiter is unknown. 


| 
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A Case for Diagnosis (Pemphigus). Presented by Dr. E. Wur.tam 

ABRAMOWITZ. 

S. M., a private patient aged 51, is a Turkish Jew and a dress manufacturer. 
Shortly after he handled his grandchild who had been vaccinated a pustular and 
vesicular eruption developed on the scrotum, groins and legs and in the armpits. 
During the first few weeks the eruption was of a bullous nature that rapidly 
became pustular, with central umbilication resembling variola. Although a high 
vitamin diet and sulfapyridine were given, new bullous lesions began to appear on 
the trunk, forearms and ankles, with a few lesions on the face and scalp, indicating 
a possible pemphigus vulgaris. He had the eruption then for about two months. 
His general condition was always good. Blood counts and results of chemical 
examination of the blood were normal except for 3 to 15 per cent eosinophils. The 
eosinophils in the vesicles amounted to 80 per cent. He complained of burning 
and later of itching of the affected areas. The result of a Pels-Macht test was 
reported to be negative. ; 

The patient received five injections of germanin intravenously, which were 
well tolerated but had no effect on the development of new lesions. Broncho- 
pneumonia developed, which lasted two weeks and cleared up after large doses of 
sulfapyridine. The eruption later appeared as large gyrate and erythematovesicular 
patches which spread over his body except in areas which had been previously 
involved. The mouth was never affected. The palmar aspects of the hands and 
the plantar aspects of the feet were the last areas to heal. New vesicles and 
bullous lesions recurred, a few being present tonight on the left palm. Pigmenta- 
tion indicates the sites of former lesions. 

The most consistent treatment the patient received was about 100,000 U. S. P. 
units of vitamins A and 75,000 U. S. P. units of vitamin D daily, supplemented 
by injections of liver extract, administration of riboflavin and yeast extract by 
mouth and a high caloric diet. Topical remedies used were malachite green, 
borated petrolatum and various soothing wet dressings. The patient is presented 
as practically cured of his eruption. 


DISCUSSION 


Dr. Howarp Fox: I saw this patient several months ago and was doubtful 
about the diagnosis. If I recall correctly, I called the condition pemphigus with 
a question mark. However, two features which are against this diagnosis are the 
absence of lesions of the mucous membranes and of loss of weight. 


Dr. Isapore Rosen: It is difficult to make a clinical diagnosis in a patient 
when one sees the end process. From the history, the acute onset, the eruption 
and the type of eruption I suggest that a diagnosis of bullous erythema multiforme 
of the hemorrhagic type would be more suitable than pemphigus, because the 
condition would be the acute type of pemphigus, which is generally fatal. 

Dr. E. Witt1Am AprAmowitz: I should like to bring up a point about ger- 
manin, Germanin ampules come if a box on which it is stated that after the 
powder is dissolved in a solution it is supposed to boil for two minutes. I have 
never been able to find out why that has to be done. I have never boiled the solu- 
tion when I have used it and have noted no difference in results or reactions. 


Dr. Samuet Peck: Several years ago I was fortunate enough to have the 
Winthrop Chemical Company put a great deal of germanin at my disposal for 
experimental purposes. At that time I became interested in the treatment of 
discoid lupus erythematosus with that remedy. Clinical improvement was remark- 
able, even in cases in which the disease had proved resistaat to many other forms 
of therapy. The instructions for the use of germanin in the last year or so have 
been to boil for two minutes after adding the regular amount of water before 
injecting. Because I had so many ampules at my disposal, I was able to note 
that not all of the lots of germanin seemed to react the same way to the boiling 
process. In some instances the solution would turn a dark brown. It was also my 
distinct impression that renal irritation was more prone to follow the adminis- 
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tration of certain lots of germanin. This is important to bear in mind when it 
is used in cases of pemphigus, in which the kidneys seem to be vulnerable. 


Dr. E. Witt1AM ApraMowitTz: I changed my diagnosis as the lesions changed. 
When they came out as isolated bullae (not grouped) and rapidly became pustular, 
as in variola, with a history of exposure to a vaccination, I thought of vaccinia. 
However, the patient was not ill and did not have any fever, and the course was 
too protracted. Then I thought of pemphigus, because the lesions came out on 
a noninflammatory base, did not break easily and just kept coming out in new 
areas. When the lesions began to form in groups and itch, I considered dermatitis 
herpetiformis, especially since the bullae showed such a high eosinophil count. 
Finally, when the eruption assumed a gyrate appearance, I thought of erythema 
multiforme. In this particular case the eruption did not follow any consistent 
course. I have noticed this recently in other cases in which the probable diagnosis 
was pemphigus. They all did well. I put down the diagnosis of pemphigus with 
a question mark. Time may tell whether it is correct. 


Pemphigus Vulgaris (Early Stage). Presented by Dr. HERMAN SHARLIT. 


T. B., a white woman aged 52, born in Rumania, came to the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital on Sept. 16, 
1940, with an eruption on the neck and trunk of two and one-half months’ duration. 
The patient first noticed a few vesicles around the nostrils. Then she had swelling 
of the gums and a sore throat. About six weeks ago lesions appeared on the neck 
and then on the trunk. She states that she has taken no drugs. The patient has 
had no previous illnesses, except scarlet fever in childhood. 

At present the patient presents pea-sized denuded areas on the soft palate, and 
on the neck and trunk there are discrete and confluent pea-sized to coin-sized 
bullae, some denuded and some with crusts. On the left side of the neck there is a 
bulla the size of a large pea, with practically no surrounding erythema. The patient 
has itching and burning sensations. 

Urinalysis gave negative results. The Wassermann and Kahn reactions were 
negative. A complete blood count showed 86.4 per cent hemoglobin and 9,750 
leukocytes. Histologic examination confirmed the diagnosis of pemphigus. 


Keloids and Radiodermatitis. Presented by Dr. Davin Boom. 


J. S., a man aged 26, consulted me in June 1940, complaining of tumors and 
plaques of the skin, some of which were tender and pruritic. On examination there 
were seen over the sternum a few elongated and spherical reddish tumors and 
plaques of firm consistency. Several of the large plaques showed telangiectasia. 
In the left axilla and at the inner aspect of the left knee there were similar plaques. 
On the neck there was a group of firm hazelnut-sized tumors, and on the inner 
aspect of the left thigh there were several elongated indurated bluish plaques. 

The lesions started seven years ago in the left axilla, and gradually other 
lesions developed in different locations. The lesions on the left thigh were present 
for four years, and the lesions on the sternum appeared one and one-half years ago. 
From August 1932 to September 1936 the patient visited the Kings County Hos- 
pital neoplastic clinic, where lesions in the left axilla, on the sternum and in the 
left popliteal space were excised and the areas were treated with roentgen rays and 
radium. In spite of the treatment the lesions reappeared. About three years ago 
the patient started to receive roentgen ray and radium treatments from a general 
radiologist, who until last year administered this treatment once weekly. 

Since the age of 4 years the patient has been subject to epileptic attacks, which 
at first recurred twice weekly and have gradually decreased in intensity and fre- 
quency. The family history revealed nothing abnormal in the other members. 
On microscopic examination the diagnosis of keloids was confirmed. 

The patient has been complaining of considerable burning and pruritus in the 
treated areas and has had to protect these areas with cotton pads because of con- 
siderable tenderness to pressure. These areas showed chronic radiodermatitis. 
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DISCUSSION 


Dr. E. Witt1AM AsrAMowi1Tz: What is the opinion of the members in regard 
to the use of roentgen rays for the prevention of keloids after such lesions are 
excised ? 

Dr. Maurice J. Costetto: Dr. Howard Fox had a patient with keloids which 
varied in size from that of a hazelnut to that of a mushroom. They were excised 
under local anesthesia, and the edges of the wounds were sutured with subcuticular 
black silk. The wounds were treated at the end of ten days, even though there 
was no evidence of recurrence, with filtered roentgen rays (through 3 mm. of 
aluminum, at a distance of 10 inches [25 cm.] for two minutes and thirty-four 
seconds). This dose was repeated every two or three weeks until six or eight 
treatments were given. The scars were not hypertrophic and not keloidal. They 
were smooth and nonelevated but somewhat broad and soft. The itching and 
burning of which the patient complained were completely relieved. 


Dr. Davin L. SAtensterIn: I have had the opportunity of studying many 
keloids. I find that keloids are of two different types: In one there are many 
cells, and in the other there is fibrous tissue with no cells. Those with cells 
respond to irradiation and those without cells do not. This is why one gets good 
results in some cases and not in others. 


Dr. Frep Wise: It is possible that these isolated keloids might have followed 
a drug eruption. The patient had epilepsy and had been taking bromides. 


Dr. Max ScHeer: There are two technics employed to prevent the recur- 
rence of keloids after operative removal. One is recommended by Pfahler of 
Philadelphia. He gives 1 erythema dose a week before operation and another 
similar dose a week after operation. Then there is MacKee’s method, which con- 
sists of excision and withholding irradiation until the first evidences of hyper- 
trophy in the scar appear. 

Dr. Maurice J. Costetto: I think that treating keloids with roentgen rays 
before operation is of no great value. I have seen keloids recur after surgical 
excision even though they were previously irradiated. Keloids have followed the 
removal of epitheliomas by surgical diathermy even though the operative wound 
received an ultraintensive dose of roentgen rays. 


Dr. Georce ANpREwWs: In spite of the contention that roentgen rays do not 
prevent the development of keloids, statistics of plastic surgeons at the Vanderbilt 
Clinic show that better results are had and less keloids recur if filtered radiation 
is given before as well as after excision. The routine is to give three doses of 
¥% erythema dose each prior to operation and three doses of 4 erythema dose each 
after operation. 


Dr. Howarp Fox: Some one brought up the old question as to whether all 
keloids are spontaneous. The general opinion at present seems to be that keloids 
start from some traumatism, no matter how slight it may be. The last word has 
not been said about the origin of keloids, as shown by my case which Dr. Costello 
mentioned. The patient was a woman who had fourteen good-sized keloids on the 
upper part of the back, a region not subject to traumatism. Furthermore, she had 
scars from three different sources, one from an appendectomy, a second from boils 
in the axilla and a third from vaccination, and none of these caused keloids. 


Dr. HerMAN SHARLIT: I saw a boy 15 years old who two months before had 
chickenpox all over the face, chest and back. All the lesions on the face and back 
healed, but the ones on the chest formed keloids. 


Dr. Davip Bioom: The lesions developed without any apparent cause. The 
contention of Dr. Wise is possibly correct, namely,!that bromides, which the patient 
probably has been receiving for his epileptic attacks, may have’ played an inciting 
role. The purpose of presenting this case is to show that benign cutaneous dis- 
eases treated by the general roentgenologist are apt to receive excessive radiation. 
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Dermatitis Lichenoides Chronica:Atrophicans. Presented by Dr. Isapore 
Rosen, 

M. F., a white man aged 65, born in Italy, came to the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital on Sept. 23, 1940 
with an eruption of one year’s duration. The condition began with generalized 
itching. The first area appeared on the right thigh. The area on the left arm 
has been present for five months. 

Over the scapulas and on the extensor surfaces of the upper extremities and 
on the flexor and extensor surfaces of the lower extremities there are extensive 
areas of depigmentation and atrophy. Around some of these areas there is definite 
hyperpigmentation. In some places the atrophy is the predominant feature, whereas 
in other areas there are numerous papules resulting in a neurodermatitis-like 
appearance. A small area on the lateral aspect of the right arm near the elbow 
shows follicular papules. On the posterolateral aspect of the left arm there is an 
area, 6 by 2 inches (15 by 5 cm.), which is elevated, edematous and apparently 
hemorrhagic. To this lesion the patient admits having applied tincture of iodine 
on several occasions. 

The urine was normal. The reactions to Wassermann and Kahn tests were 
negative. Histologic examination of lesions on the arms and thigh resulted in 
a diagnosis of dermatitis lichenoides chronica atrophicans. 


Trichorrhexis Nodosa. Presented by Dr. Grorce M. Lewis. 


M. T., a housewife aged 56, is presented from the New York Hospital. She 
first noticed the scalp hair becoming shorter in the left parietal region three years 
ago after the application of a proprietary medicine. Her husband used the same 
hair tonic without any noticeable ill effect. The condition gradually spread to 
include most of the hair on the frontal and parietal regions. She received ultra- 
violet irradiation and numerous local remedies without any consistent effect, 
although at times the bulk of scalp hair appeared to increase in length. A psy- 
chiatric consultation revealed instances of mental disease in members of the family, 
including the patient’s son. She herself had had considerable stress and strain. 
She admitted a desire to rub her head. The examination of her scalp revealed 
hair of from % to 2 inches (1.5 to 5 cm.) in length over the frontal and parietal 
regions. The hairs on this part of the scalp were fairly uniform in length. The 
surface of the scalp was free of any evidence of eruption. The hairs did not pull 
out more readily than normally. The diagnosis of trichorrhexis nodosa was 
established by microscopic examination of hairs, which showed the typical bushes 
in nodes irregularly spaced along the shaft. 


DISCUSSION 


Dr. Maurice J. Costetto: This patient was presented at a meeting of the 
Metropolitan Dermatologic Society last year. The palm-sized patch of broken 
hairs on the right side of the vertex. At that time she stated that she rubbed 
the affected areas with her right hand. The hairs on the rest of the scalp were 
normal. I believe that this patient has trichokyptomania. Since the abnormal 
hairs occur only in the affected area, I believe that their abnormality is the result 
of the trauma occasioned by frequent rubbing. 

Dr. E. Witt1am AsramowitTz: Sabouraud described some cases of trichor- 
rhexis nodosa in which the condition was localized; he considered that picture 
somewhat analogous to neurodermatitis of the scalp. 

Dr. Greorce M. Lewis: The scalp of this patient received considerable treat- 
ment elsewhere without a definite diagnosis. If trichorrhexis nodosa is suspected, 
laboratory confirmation is simple. It is said that bushing may be experimentally 
produced by trauma in hairs removed from patients with the disease, whereas this 
is impossible in normal hairs. 
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A Case for Diagnosis (Purpura Annularis Telangiectodes?). Presented by 
Dr. Georce M. Lewis. 


E. L., a Chinese housewife aged 49, is presented from the New York Hospital. 
She has had an eruption on the legs for the past three years. The lesions began 
near the ankles and spread to the midportion of the thighs. During the past few 
weeks some of the lesions above the knee have become less pronounced. 

Examination of the skin shows an eruption of the legs consisting of irregular 
patches with brownish pigmentation and purpuric lesions. Most of the lesions are 
circinate, and there is coalescence resulting in irregular patches. 

In consultation with members of the surgical department, it was agreed that 
there were no varicose veins. A physical examination did not reveal any sig- 
nificant observations. She later had symptoms referable to the stomach, when 
a diagnosis of duodenal ulcer was made and treated by diet. Perivascular exami- 
nation showed that there was no arterial involvement. The brown areas were 
thought to be due to the rupture of small veins. Part of the trouble was con- 
sidered due to a diet inadequate in calcium and vitamins. Histologic study revealed 
thickening and flattening of the epidermis without hyperkeratosis and thickening 
and fibrosis of the corium with injection of all the vessels, some of which con- 
tained small clots. There was little hemorrhage. Surrounding these congested 
vessels there was an infiltrate composed largely of lymphocytes and an occasional 
polymorphonuclear leukocyte. 

DISCUSSION 


Dr. Max ScuHeer: All I can say is that the case is not one of purpura 
annularis telangiectodes. What the diagnosis is I do not know. 

Dr. Mruran B. ParounaGIAN: Of the very few cases of purpura annularis 
telangiectodes that Dr. MacKee and I have observed, this clinical picture does not 
correspond to what we have seen at all, but I do not know what to call the 
condition. 

Dr. Davin L. SATENSTEIN: Purpura annularis telangiectodes, as I recall it, 
appears at various points simultaneously. It starts with red puncta and later 
changes to other colors. Occasionally the lesions are in the form of rings. Later 
pigmentation takes place. The pathologic picture in each of those stages is fairly 
definite. The red spots are due to dilatation and telangiectasia of the vessels; 
later there are degeneration of the vessel wall and associated hemorrhage; later 
still, the hemorrhage being absorbed, hemosiderin is deposited, and that gives the 
discoloration. Without going into details, this picture fits in with Schamberg’s 
progressive pigmentation. Dr. Lewis said the slide did not show any degenerative 
changes of the vessels found in purpura annularis telangiectodes. 

Unna (Unna, P. G.: Histopathology of the Diseases of the Skin, New York, 
Macmillan & Co., 1896), on the subject of congestion and hemorrhages in the 
skin, called attention to the fact that a good many lesions have a tendency toward 
ring formation, which is an expression of the terminal tufts of the blood vessels 
in subepidermal zones. That is why many dermatologic lesions have a tendency 
to be round in the beginning. 


Chronic Ulceration of the Tongue. Presented by Dr. Isapore Rosen. 


S. L., a white woman aged 23, was previously presented in April 1940 (ArcH. 
Dermat. & SypH. 42:979 [Nov.] 1940). The condition began about five or more 
years ago, after some dental work. During these five years it had healed entirely 
and remained so for a number of months but then it recurred. There is a history 
of acute exacerbations with associated pain shooting through the tongue. There 
are no palpable glands. 

DISCUSSION 

Dr. J. FRANK Fraser: Before asking the members for discussion on this case 
I wish to call attention to the fact that when Dr. Rosen presented the patient pre- 
viously several of the members, including Drs. Fox, Lewis and Andrews and 
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myself, did not accept the diagnosis of epithelioma. In my discussion I stressed 
the point that while the patient’s age did not exclude that diagnosis, the duration 
of five years made it highly improbable. If an epithelioma is of a low grade it 
may remain for weeks or months without metastasis, depending on its location 
(glabrous skin or even the lip), but this statement does not hold in carcinoma of 
the tongue. Because of this organ’s richness in lymph channels, even in grade I 
(Broders), metastasis may occur and result in death. I have seen this happen in 
my own experience. In cases of carcinoma of the tongue, time must be measured 
in days, not in months or years. Here is a lesion of five years’ duration without 
a single sign of spread to the neighboring lymph nodes. I took the same stand 
on the interpretation of the histologic picture. 

Dr. Davin L. Satenstern: I was the one who established the microscopic 
diagnosis and accept.d the clinical diagnosis that the condition was an epithelioma. 
Dr. Rosen told me that the ulcerated portion healed, but I think the patient still 
has carcinoma in the lower portion of the lesion. That infiltration is still there. 
Some of the statements made by Dr. Fraser are true, but once in a while one 
encounters a case like this in which the condition may run for a number of years, 
However, I never accepted the history that the lesion had been present for five 
years. She probably had an injury there and then later the epithelioma developed. 
I believe that the patient still has an epithelioma in the lower portion of the 
lesion which is healed over. It is known that some epitheliomas, if kept clean, 
will heal over. Cases are observed in which the surface heals but the epithelioma 
progresses, 

Dr. Howarp Fox: I was one of those who agreed with the presenter when 
this patient was previously shown, that the lesion was not an epithelioma of the 
tongue. My opinion tonight has not changed. I will not repeat the reasons which 
I gave previously. An additional argument is that Dr. Klemperer did not think 
this condition was an epithelioma. It seems possible that the lesion is due to 
biting the tongue, and the patient shows some irregularity of the teeth. 

Dr. Herman SuHaruit: I have a patient who has had recurrent epithelioma 
of the tongue for twenty-two years without metastasis. During this interval a 
partial amputation was performed on one side and then on the other side. The 
condition was checked pathologically and was always considered to be an epithe- 
lioma of the tongue. The patient is 72 years old now. 

Dr. Frep Wise: I retract my diagnosis of epithelioma, which was made when 
the patient was first presented, but I am still convinced that the lesion had better 
be eradicated by surgical means. 

Dr. AntHony C. Crpottaro: I also made a diagnosis of carcinoma in this 
case. I agree with the remarks made by Dr. Wise. 


Hodgkin’s Disease with Eczematoid Lesions. Presented by E. WILLIAM 
ABRAMOWITZ. 

L. U., a white girl aged 13, born in the United States of Italian parents, was 
feeling well until the early part of this year. She appeared at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital on Feb. 19, 
1940 with an eczematoid eruption on the nose and cheeks. On examination it was 
discovered that there was an enlargement of all supraclavicular and axillary 
glands. 

Examination of the blood showed secondary anemia. Roentgen ray studies of 
the chest revealed a tumor of the superior mediastinum. Examination of the 
thorax following a course of radiation therapy showed a substantial reduction in 
the size of the tumor. The eruption on the face progressed despite the application 
of soothing pastes and ointments. The rash cleared up with 30 per cent sulfur in 
petrolatum. 

A lesion on the face was reported histologically as dermatitis venenata. Micro- 
scopic examination of the lymph node excised from the left side of the neck 


showed Hodgkin’s disease. 
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DISCUSSION 


Dr. IsaporE Rosen: This girl had an extensive uniform impetiginized eczema 
of the face. The entire face and neck were involved. I will vouch for the 
efficacy of the 30 per cent sulfur ointment in this case. Her condition did not 
respond to the other forms of therapy. 

Dr. J. Frank Fraser: The fact that the facial eruption cleared up with 30 
per cent sulfur ointment would lend support to the view that the condition is 
not a toxic manifestation which occurs either preceding or accompanying Hodg- 
kin’s disease and other lymphoid diseases. I think it is important that the patient 
be watched, and when there is any evidence of the return of adenopathy roentgen 
therapy should be resumed. There is a case under observation now at the Memorial 
Hospital in which the life of a patient with Hodgkin’s disease has been pro- 
longed for ten years by roentgen therapy. 

Dr. SAMUEL Peck: The relations between eczema and obscure factors, such 
as metabolic disturbances or even carcinoma, are rarely different. One of my 
patients, a young woman, has been under my care for many years because of 
widespread eczema. She responded readily to tar ointment and roentgen therapy 
until an adenocarcinoma of the thyroid developed. As soon as this was removed 
surgically the condition cleared up quickly. At present there is a recurrence, 
and again I have found it practically impossible to clear up the eczema. 

Dr. Paut E. Becuetr: The lesions are located on typical seborrheic sites and 
consist of slightly scaly, yellowish red, sharply outlined patches. If I heard cor- 
rectly, the lesions are also present in the axillary region. I was not aware that 
such a typical seborrheic syndrome was part of the symptoms of Hodgkin’s 
disease. , 

Dr. E. Witt1AMmM AsrAmowitTz: Eczematoid lesions in Hodgkin’s disease have 
been reported in a recent study (Goldman, L. B.: Hodgkin’s Disease, J. A. 
M. A. 114:1611 [April 27] 1940). The histologic report of the excised lesion of 
the face in this case was labeled dermatitis venenata. The patient was treated in 
the New York Post-Graduate Medical School and Hospital for months with sooth- 
ing remedies, with no avail. Although general improvement followed roentgen 
ray therapy for the Hodgkin's disease, the cutaneous lesions failed to improve until 
30 per cent sulfur in petrolatum was applied. 


Xanthoma Diabeticorum and Psoriasis. Presented by Dr. Maurice J. 
CosTELLo. 


C. S., an unmarried white man aged 47, is presented from Bellevue Hospital. 
He was admitted to the hospital from the outpatient department with a history of 
having had an eruption for one week. He had pulmonary tuberculosis, which is 
arrested. He has noted a steady gain in weight over a period of fifteen years, 
especially during the past four years, during which time he gained 30 pounds 
(13.5 Kg.). He has had polydipsia for the past few years and nocturia for the 
past eight months. His urine was never tested for sugar, and he has never taken 
insulin. His father had diabetes and one sister had pulmonary tuberculosis. The 
eruption consists of discrete pinhead-sized to match head-sized shiny yellowish 
papules, especially on the upper part of the back, shoulders, axillas, arms and 
buttocks. Two half-dollar-sized, scaling, infiltrated, psoriatic patches studded 
with papules similar to the aforementioned ones are located on the left buttock. 
Examination of the urine showed a 2 plus reaction for sugar. A chemical exami- 
nation of the blood showed fasting blood sugar 160 mg., cholesterol 211 mg. and 
nonprotein nitrogen 38 mg. per hundred cubic centimeters. The Wassermann reac- 
tion of the blood was negative. Intradermal ingestion of a 1: 10,000 dilution of 
tuberculin showed a positive reaction. A roentgenogram of the chest showed 
moderate cardiac enlargement and an arteriosclerotic plaque on the aorta. The 
patient’s gliabetes is well controlled with 40 units of protamine zinc insulin daily 
and a 1,400 calory diet. The xanthomatous lesions have been undergoing involu- 
tion since the insulin therapy and dietary treatment were instituted. 
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Acrodynia. Presented by Dr. R. A. Stewart (by invitation). 


M. K., a white girl aged 16 months, was first seen in the pediatrics ward of the 
University of California Hospital on Aug. 23, 1940. She had had red, blistered, 
pruritic hands and feet for seven months. Apathy, weakness and limpness were 
also noted. Physical examination showed a deep crusted ulcer on the right side of 
the upper lip and on the right cheek. This had been present for two months. The 
dietary history was not remarkable. The pulse rate was 150 per minute; the blood 
pressure was 128 systolic and 75 diastolic, and the muscle tone was extremely 
poor. Rhonchi were heard throughout the chest. 

The value of hemoglobin at the time of entry was 64 per cent; it now is 75 
per cent. The leukocyte count has varied from 17,200 to 24,700; the differential 
count has been normal. At the time of entry the urine showed a reaction for 
albumin and yielded a positive culture of nonhemolytic Streptococcus viridans and 
hemolytic Staphylococcus aureus, and pus cells were present; now the urine is 
normal. 

Treatment consisted of: (1) transfusion; (2) administration of sulfanilamide ; 
(3) various local applications to the face, such as boric acid compresses, 1 per cent 
gentian violet, 3 per cent ammoniated mercury ointment, dilute potassium perman- 
ganate compresses and a 1 to 4,000 solution of mercury bichloride in hamamelis ; 
(4) restraints, and (5) vitamin therapy. The vitamin therapy included (a) the daily 
administration of thiamine hydrochloride and nicotinic acid, each in doses of 100 mg., 
given intramuscularly, (b) a vitamin B complex concentrate made from rice 
polishings (galen B) in 4 cc. doses, 12 cc. of a vitamin tonic and 4 cc. of wheat 
germ oil, given orally, and (c) 200 mg. of ascorbic acid given intramuscularly for 
seventeen days. However, no clinical improvement is evident, either in the cutaneous 
lesions or in the patient’s general condition. 

The patient has pursued a low grade febrile course. 


DISCUSSION 


Dr. G. V. Kutcuar: I agree with the diagnosis. I had thought, from read- 
ing the literature, that the cutaneous manifestations responded much more rapidly 
to vitamin B than those in this child. 

Dr. A. E. Incets: I recall another case, at the San Francisco General Hos- 
pital, in which the lesions did not respond at all, in spite of high doses of vitamins. 

Dr. Merwin T.-R. Maynarp, San Jose, Calif.: Has she shown irritability 
or nervous symptoms? She seems to be a placid child. 

Dr. H. E. Miter: She was very irritable when she first came into the hos- 
pital, but after three weeks in a cast she calmed down a good deal. In my experi- 
ence, patients with acrodynia have shown little or no response to vitamin therapy. 


Polycythaemia Vera with Cutaneous Manifestations. Presented by Dr. 
Frances A. Torrey. 

G. G., a white woman aged 44, was first seen at the University of California 
dermatologic clinic on Sept. 16, 1940. For many years she had noted deep red 
discoloration of the skin and a swelling of the right ankle. For two months she 
had had an eruption on both legs. Her general health had been good. 

There is an area of erythroderma, measuring approximately 5 by 7.cm., on the 
anterior aspect of the right leg and a similar area, about 2cm. in diameter, on 
the left leg. From these areas many telangiectases extend into the more normal 
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skin, which has a mottled buff-colored appearance. The patient complains of 
itching and burning sensations in these areas. The face and extremities show a 
bluish red congestion. There are numerous papules and acneform lesions on the 
face, forearms and back. 

General examination showed a plethoric appearance, dilatation of the scleral 
capillaries and fundal veins, hypertension, splenomegaly and a swollen right ankle. 

The hemoglobin amounted to 130 per cent (18.8Gm.). There were 6,500,000 
erythrocytes and 15,640 leukocytes. A differential count showed 71 per cent fila- 
mented and 4 per cent nonfilamented polymorphonuclear leukocytes, 18 per cent 
lymphocytes, 4 per cent monocytes, 1 per cent polymorphonuclear eosinophils and 
2 per cent polymorphonuclear basophils. The blood smear was normal. There 
were 460,000 platelets per cubic millimeter. The packed cell volume was 66 
(normal 45 to 46). The urine showed a faint reaction for albumin. 


DISCUSSION 


Dr. F. G. Novy Jr., Oakland, Calif.: The patient has polycythemia, but I 
think it is interesting to note that she has taken bromoseltzer four or five times a 
week. I think that the lesions on the anterior aspect of the legs might be 
accounted for by that. 

Dr. G. V. Kutcuar: A red blood cell count of 6,500,000 is not particularly 
high for true polycythemia. 

Dr. Frances A. Torrey: I understand that the erythrocyte count is consid- 
ered elevated if it is over 6,000,000. The patient has many of the signs and symp- 
toms that are listed as usually present in cases of true polycythemia. I am 
referring to the articles “The Diagnosis of Polycythemia” by Dameshek and 
Henshell (Ann. Int. Med. 13:1360 [Feb.] 1940) and “Acne Urticata Polycythemia” 
by Weidman and Klauder (Arcn. Dermat. & Sypn. 39:645 [April] 1939). She 
had the plethoric appearance of the face and conjunctivas, red hands and feet, 
enlargement of the spleen, hypertension, albumin and also a multiplicity of symp- 
toms noted in both articles. In a review of the literature, Weidman and Klauder 
tabulated a variety of cutaneous lesions accompanying polycythemia, including the 
eczematoid eruption which seems similar to that found on this p2tient’s legs. The 
extensive dusky red coloring of the skin seems in keeping also. 

The intracutaneous injection of benzidine in a papule on her shoulder gave 
no color change after an hour but caused considerable pain. The benzidine was 
prepared and injected as described by Weidman and Klauder. 


A Case for Diagnosis (Keratosis Blennorrhagica?). Presented by Dr. 
Frances M. Keppie (by invitation). 


M. K. is a white woman aged 30 whose serious complaints began at the age of 
20 after the birth of her first child. At that time a pelvic operation was performed 
because of “thickening of the wall of the uterus.” Numerous cervical smears were 
taken, all of which apparently were negative for gonorrhea. During a second 
pelvic operation performed a year ago both tubes and a growth on the uterus were 
removed. 

Two years ago an eruption appeared, first on the vulva and later on the hands, 
feet and elbows. In the last few weeks there has been a fine papular eruption over 
the entire back. 

A pelvic examination at the gynecology clinic of the University of California 
Hospital revealed probable ventral fixation of the uterus and bilateral adnexal 
tenderness. No masses were found. Urethral and cervical smears gave negative 
results. 

On Sept. 18, 1940 a complement fixation test for gonorrhea gave positive results. 


DISCUSSION 


Dr. Ervin Epstern, Oakland, Calif: I should like to suggest the diagnosis of 
psoriasis pustulosa. There are many points against a diagnosis of keratosis blen- 
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norrhagica. To the best of my knowledge, there has never been a well authenti- 
cated case of gonorrheal keratoses reported in a woman. The generalized 
involvement is unusual in keratosis blennorrhagica. Involvement of the scalp, and 
more particularly of the elbows, is much more common in psoriasis. She has no 
arthritis, and the joint involvement precedes the development of the eruption in 
blennorrhagic keratoses, while the reverse holds true in psoriasis arthropathica. 
The lack of ocular and mucous membrane lesions suggests psoriasis more than a 
gonorrheal lesion. The duration of the condition.for two years, with maintenance 
of good general health, also speaks against keratosis blennorrhagica. 

Dr. A. E. Incets: This patient does not show the general debility that is 
usually seen with classic keratosis blennorrhagica. Besides, all of the involved 
areas are places where typical psoriasis usually occurs. The nails are discolored, 
and many show extensive pitting. 

Dr. Mertin T.-R. Maynarp, San Jose, Calif: Looking at the eruption, I was 
inclined to favor the diagnosis of pustular psoriasis. There were a few spots that 
were volcano-like. I consider it possible that the condition is both keratosis 
blennorrhagica and psoriasis. I should be interested in knowing what treatment 
is to be given. 

Dr. H. J. Tempreton, Oakland, Calif.: I agree with the diagnosis of pustular 
psoriasis. Such conditions constitute excellent examples of the fact that skin 
may react in a similar manner to different etiologic agents. I think that the 
clinical pictures of pustular psoriasis and of keratosis blennorrhagica are often 
identical, although the causes may be widely different. 

Dr. CHARLES ALBERT SHUMATE: I do not believe that the time element in 
development of the cutaneous lesions is very important, because in some cases at 
the Laguna Honda Home the condition has existed for many years. 


A Case for Diagnosis (Acne Urticarta?). Presented by Dr. H. E. Mier. 


M. G., a white man aged 50, was first treated at the University of California 
medical clinic in 1930. The diagnosis at that time was neurasthenia, chronic cystitis 
and prostatitis. He was first seen in the dermatologic clinic in 1931 with pedicu- 
losis pubis. In October 1934 he presented excoriated papules on both legs and 
on the glans penis, which had been recurrent for twelve years. The buccal mucosa 
showed whitish streaks, and the clinical picture was suggestive of lichen planus. 


* The eruption cleared in three months after weekly intramuscular injections of bis- 


muth subsalicylate (2 grains [0.13 Gm.]). 

On July 13, 1940 the patient returned to the dermatologic clinic complaining 
of an intensely pruritic eruption, similar to the one he presented in 1934, which 
had» recurred periodically since that time. Medical examination and laboratory 
studies were noncontributory. The Wassermann and Kahn reactions of the blood 
were negative: Microscopic study of tissue showed chronic inflammation. 

The present eruption consists principally of pigmented remains of old lesions, 
some with atrophic centers, on the legs, the buttocks, the central portion of the 
back and the shoulders. There are a few new pinkish papules, about 3 mm. in 
diameter, with a surrounding erythema, about 1 cm. in diameter. There is a 
raised brownish infiltrated plaque, 2 cm. in diameter, with verrucous surfaces on 
the left shin. The whitish streaks noted on the buccal mucosa in 1934 are still 


present. 


A Case for Diagnosis (Acne Urticaria?). Presented by Dr. H. E. Mixer. 


E. F., a white woman, was entirely free of cutaneous complaints until two 
years ago, when she was treated for “flea bites” by a course of injections of an 
antigen made by the extraction of the bodies of fleas. Since February 1940 she 
has been in constant distress from eruptions of pruritic papules and wheals, which 
appear in crops. Local therapy and autohemotherapy give no relief. 

The eruption consists of old slightly infiltrated pigmented scars, 1 cm. in 
diameter, with atrophic centers. Recent excoriated infiltrated papules, new pinkish 
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wheals with tiny vesicular centers, many of which are excoriated, are especially 
numerous on the legs, the buttocks and the exterior surface of the arms. Pruritus 
is most severe during the formation of the wheals. 

A general medical examination revealed nothing contributory. No history of 
allergy was elicited. Examination of the blood showed 97 per cent hemoglobin, 
4,600,000 erythrocytes, 9,900 leukocytes and a normal differential count except for 
3 per cent eosinophils. The Wassermann and Kahn reactions were negative. 
Injections of 1 to 10,000 and 1 to 1,000 dilutions of old tuberculin (human) elicited 
negative reactions. Microscopic study of material from a new lesion showed 
inflammatory changes. 


DISCUSSION OF THE TWO CASES FOR DIAGNOSIS (ACNE URTICATA?) 


Dr. H. J. Tempreton, Oakland, Calif.: I think that the second patient has 
“picker’s disease” superimposed on urticaria. She has on her left thigh two typical 
plaques of urticaria. 

Dr. H. V. Attincton, Oakland, Calif.: I wonder if the woman does not still 
have flea bites as a basis for her urticaria. The lesions on the thigh were sug- 


gestively grouped. 

Dr. H. E. Mitter: Acne urticata is a name coined by Kaposi about seventy- 
five years ago. Adamson considered it to be the same as neurotic excoriations. 
The histologic picture of the condition is similar to eczema, but the condition is 
much deeper in the skin. I do not believe that it is a clinical entity. Weidman 
and Klauder (Weidman, F. D., and Klauder, J. V.: Acne Urticata Polycythaemica, 
ArcH. Dermat. & Sypu. 39:645 [April] 1939) described lesions of this type in 
a patient with polycythemia and stated that they might be similar to a leukemid 
seen in patients with leukemia. 


Secondary Syphilis, Resistant to Five Day Treatment with Mapharsen. 
Presented by Dr. Epwarp A. LEvINn. 


A white man aged 45, a dishwasher, was referred to the syphilis clinic of the 
University of California Medical School from the San Francisco County Hospital. 

On Aug. 13, 1940 serum from a penile lesion showed Spirochaeta pallida on 
dark field examination. A blood platelet count amounted to 200,000 per cubic 
millimeter. The result of a phenolsulfonphthalein test was normal. The Wasser- 
mann and Kahn reactions of the blood were strongly positive. 

From August 15 through August 20 daily doses of mapharsen were given. 
The first day 0.12 Gm. was given, and fever (temperature of 103.6 F.), chills and 
nausea occurred. For the next four days 0.24 Gm. was injected daily, without 
reaction. The sixth day 0.12 Gm. was given, and fever (100.6 F.) developed. 
This amounts to a total of 1.2 Gm. given over a period of six days. It is equiva- 
lent to twenty doses of 60 mg. each. On August 27 the patient received 0.3 Gm. 
of neoarsphenamine, and on September 1 he received 0.6 Gm. 

Despite this therapy the lesion persisted. The dark field examination was 
checked, and negative results were reported on September 2. The Wassermann 
and Kahn reactions remained 4 plus. 

Examination at the University of California clinic on September 5 showed a 
generalized papular syphilid. Dark field examination of serum from a lesion gave 
negative results. The patient received 0.6 Gm. of neoarsphenamine on September 5 
and another dose of 0.6 Gm. on September 7. On September 18 the lesions 
appeared to be clearing. 

DISCUSSION 

Dr. H. E. Miter: I think that it should be added that this form of treatment 
was considered a failure in this case. However, I think that this conclusion was 
premature. In some cases reported from New York and elsewhere (Mahoney, 
J. F.: Massive Arsenotherapy in Early Syphilis by the Continuous Intravenous Drip 
Method: Résumé of Serologic Observations, ArcH. Dermat. & SypuH. 42:262-263 
[Aug.] 1940) the Wassermann reaction remained positive for some time after 
treatment was discontinued, and even the results of dark field examination remained 
positive in some instances. 


j 
oy 


874. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Chronic Pemphigus Controlled by Vitamin D. Presented by Dr. F. G. Novy 
Jr., Oakland, Calif. 


D. A., a white woman aged 63, was presented before this society at the Feb. 24, 
1939 meeting (ArcH. Dermat. & SypH. 40:503 [Sept.] 1939), with a diagnosis of 
lupus erythematosus with lesions of the oral mucous membrane of five years’ 
duration. In the discussion the following diagnoses were suggested: seborrheic 
dermatitis, avitaminosis, lupus erythematosus and pemphigus. On March 14, 1939, 
bullae developed, and the diagnosis of pemphigus was definitely established. From 
that time the condition progressed steadily. 

On September 24 she presented a generalized eruption made up of hundreds 
of bullae, varying in size from 0.5 to 3 cm. in diameter. No part of the body was 
spared. . The areas most involved were the anterior aspect of the chest, the mouth 
and the scalp. The patient was extremely weak and had lost weight.. The prog- 
nosis at this time was extremely grave. ne ee 

Glycerin and alcohol compresses were used locally, and she was given a vita- 
min D preparation in milk, starting at 25,000 U. S. P. units a day. This was 
gradually increased, so that on October 12 she was taking between 50,000 and 
60,000 U. S. P. units and showed definite improvement. The improvement con- 
tinued until the middle part of November, when she became nauseated and had loss 
of appetite so that she could not take the vitamin D preparation. Toward the end 
of November she had another severe exacerbation but still could not tolerate 
vitamin D in large doses. 

Her condition continued to progress, so that on December 28 sulfanilamide was 
administered. She was given 120 grains (7.8 Gm.) daily for three days. The 
determination of sulfanilamide in the blood on the second and third days showed 
4 and 4.5 mg., respectively, per hundred cubic centimeters of blood. The dose of 
sulfanilamide was then changed to 40 grains (2.6 Gm.) for the next four days. 
At the end of this time the patient was definitely worse. 

After consultation with Dr. Templeton, it was decided to try hyperpyrexia, 
and the patient was given five treatments. In the first treatment, the temperature 
was brought to 106 F. Because of the patient’s extremely weak condition, in the 
other treatments the temperature was raised only to 103 F. At the end of five 
treatments there was still no improvement, and again her prognosis was extremely 
grave. 

On March 7, 1940 she was given vitamin D in capsules, each containing 50,000 
U. S. P. units. The dose was increased rapidly to 200,000 U. S. P. units, and 
she began to show some improvement. By the end of the month she was taking 
500,000 U. S. P. units daily, and the whole outlook had changed. Nearly all of 
the bullae had disappeared, and she was gaining weight and was mentally clear. 
She continued taking this large dose until the middle of June, when only a few 
vesicles were present. The mouth and scalp had entirely cleared, and there had 
been a great gain in her strength. 

From June 15 to September 1 the dose of vitamin D was gradually reduced 
from twelve capsules to one capsule a day. After taking one capsule a day 
(50,000 U. S. P. units) for a short time, she had her first exacerbation. The 
dose was immediately increased, so that now she is taking six capsules (300,000 
U. S. P. units). There are still a few vesicles present, and Nikolsky’s sign can 
be elicited. 

DISCUSSION 

Dr. H. J. Tempreton, Oakland, Calif.: Dr. Novy has secured most excellent 
results in this case. I have had several patients with pemphigus for whom vita- 
min D has seemed to be of distinct value. I do not know that any were cured, 
but they were improved. 

Dr. F. G. Novy Jr., Oakland, Calif.: I think that one can definitely say that 
in this case at least vitamin D has been of help. The patient apparently needs a 
maintenance dose of more than 50,000 U. S. P. units. 
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Leiomyoma. Presented by Dr. H. E. MILter. 


D., a white man aged 42, has had a group of nodules on the middle of his 
back and in the right pectoral area for twenty-two years. There are about twelve 
nodules in each group. They are firm and rubbery and vary in size, the largest 
being about 2 cm. in diameter. They are only slightly sensitive, but a cramplike 
pain occurs in the affected areas, chiefly during an extreme change in temperature 
or during an emotional disturbance. 

Microscopic study confirmed the diagnosis of leiomyoma. 


A Case for Diagnosis (Boeck’s Sarcoid and Lichen Spinulosis in a Patient 
with Healing Herpes Zoster). Presented by Dr. Ervin Epstein, Oakland, 
Calif. 


J. L., a Chinese aged 26, was seen on Aug. 3, 1940 because of a severe herpes 
zoster. He stated that ten days previously he had received his first pneumothorax 
treatment for pulmonary tuberculosis. This was administered on the right side. 
Two days later a painful eruption developed in the area roughly supplied by the 
right fourth thoracic nerve. He was given a local remedy at a drug store, which 
made his skin burn. When examined, he presented a severe erythema of his 
whole back, with a superimposed patchy eruption following the course of the right 
fourth thoracic nerve. The eruption was composed of small tense unruptured 
vesicles occurring in groups on an erythematous base, extending from the ver- 
tebral column to the midline in front. This responded satisfactorily to treatment, 
the patient being considered well on August 31. 

The patient returned on September 18. The postzoster scarring and pigmenta- 
tion were fading, but two asymptomatic eruptions had developed on top of it. 
These lesions were confined to the area in which either the zoster had appeared or 
associated pain had been felt. 

One type of lesion consisted of sharply marginated reddish brown nodules. 
These were superficial but firm. Many of the nodules were discrete, although 
others showed some tendency to coalesce. There were about seven such lesions 
in front and multiple grouped areas in back. The lesions failed to fade on diascopic 
pressure. 

There were also multiple grouped follicular hyperkeratotic spines scattered 
throughout the involved areas. Some of the lesions conveyed the impression of 
flesh colored papules. 

DISCUSSION 


Dr. H. E. Miccer: I suggest a diagnosis of scars from a rather severe herpes 
zoster. All of the observations are compatible with this diagnosis. 


Dr. H. J. Tempreton, Oakland, Calif.: I agree with*Dr. Miller. 
Dr. J. D. Viecett1: The scars are easily injured. 


Dr. Ervin Epstetrn, Oakland, Calif.: In daylight the lesions are definitely 
reddish brown and do not resemble keloids clinically. I have never seen grouped 
follicular hyperkeratoses occurring in a scar. A biopsy was not performed because 
the new eruption was seen only two days ago. Another interesting feature is the 
development of herpes zoster immediately after local trauma, i. e., pneumothorax. 


Note.—Permission for biopsy was not granted by the patient. 


Lichen Planus with Involvement of the Palms and Soles. Presented by 
Dr. H. V. Attrncton, Oakland, Calif. 


J. H., a white man aged 52, has been seen irregularly at the clinic of the 
Alameda County Hospital for the past year or more. He first presented a pruritic 
dry scaling erythematous patch in the right popliteal space. This began two or 
three years ago and was associated with dryness and itching of the anterolateral 
surfaces of the legs. About a year ago the present eruption began to appear on 
the palms, soles, wrists and ankles. It was treated as a dermatophytosis and 
dermatophytid, although no fungi were demonstrated in the lesions of the feet. 
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The patient had worked for many years as a dyer of fabrics. He was hos- 
pitalized at the Alameda County Hospital in May 1940 because of a duodenal ulcer, 
symptoms of which had been present for two years. There is no history of other 
severe illnesses or of the ingestion of arsenic. 

The present eruption on the palms and soles is symmetric and dry, and consists 
of small scaling erythematous papules. Some show cornified tops suggesting 
punctate keratoses. Some lesions on the ankles, legs and wrists are typical of 
lichen planus. Others, as the one on the right knee, appear eczematous. 

The Kline and Wassermann reactions were negative. The urine and a blood 
count were normal. 

Sections from a papule on the leg show the microscopic picture of lichen planus. 


DISCUSSION 

Dr. Mertin T.-R. Maynarp, San Jose, Calif.: I agree with the diagnosis. 

Dr. F. G. Novy Jr., Oakland, Calif.: I thought the lesion on the top of one 
foot was typical of lichen planus. 

Dr. A. E. IncEets: It would be interesting to investigate the similarity of these 
lesions to those of porokeratosis (Mibelli). I should like to exclude that possi- 
bility, since many of the lesions, particularly the palmar lesions, look confusingly 
alike. I suggest that specimens for biopsy be taken from these lesions. 


A Case for Diagnosis (Dermatophytosis with Lichenification?). Presented 
by Dr. A. E. INGELs. 

M. M., a married white man aged 57, a janitor, was first seen at the Stanford 
University dermatologic clinic on Sept. 4, 1940. He had an annular serpiginous 
lesion on the right wrist which had been present for two years. An exacerbation 
of the lesion had followed the application of potassium permanganate soaks. 

No past history of tuberculosis or syphilis could be obtained. His family 
history was normal except for diabetes in 2 of his children. 

On inspection, he presented an indurated dusky red plaque with peripheral 
extension and pustulation and central clearing. There was no atrophy, and 
diascopy did not show apple jelly nodules. There was no pigmentation. 

The lesion, which at first showed some secondary eczematous change, has 
cleared considerably during the last two weeks with the application of compresses. 

The Wassermann and Kahn reactions were negative on September 4 and 5. 
The urine was normal. . 

The pathologic diagnosis suggests a lymphoblastoma, with a great variety of 
cell types and sizes, including some which might be taken for Dorothy Reed cells. 
From the histologic structure the lesion was a nonspecific granuloma. No spiro- 
chetes were found. 

DISCUSSION 

Dr. Mertin T.-R. MAyNarp, San Jose, Calif.: I suggest a diagnosis of leprosy 
simply because of the configuration. The man has a hard ulnar nerve on the right 
arm. Is there any change in the sensation of pain? 

Dr. F. G. Novy Jr., Oakland, Calif.: I noticed no change in the reaction to a 
needle prick. 

Dr. H. J. Tempceton, Oakland, Calif.: I suggest a diagnosis of giant licheni- 
fication. The patient stated that the lesion itched rather intensely. 

Dr. H. E. Miter: I considered the condition to be an eczema with lichenifica- 
tion. The man has red hair, and I find rather different reactions to stimuli in 
persons of this type than in brunets or blonds. 

Dr. A. E. Incets: This patient was presented mainly because he has been 
receiving antisyphilitic therapy, although the Wassermann reaction has been nega- 
tive for the past two or three years. Some members of the staff thought the con- 
dition might be syphilis. 
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Granuloma Annulare Disseminatum. Presented by Dr. A. E. INGELs. 


F. H., a white housewife aged 31, had a lesion on the thumb six and a half 
years ago at the time active tuberculosis was found in the lungs. Gradually other 
similar lesions appeared. By September 1939 they were present on most of the 
body surfaces, including the fingers and toes. They always started as erythema 
which gradually developed into a tumor-like infiltration. None of them ever 
ulcerated. Areas as large as 10 by 10 cm. were involved. After an indefinite 
time most of them gradually disappeared, leaving areas of atrophy and pigmenta- 
tion, while new ones developed. 

Much general medical treatment has been given. Beginning in September 1939 
she received about ten injections of gold sodium thiosulfate. Untoward reactions 
then developed, and iodobismitol with saligenin was substituted. Locally the lesions 
have been treated with solid carbon dioxide. Varying degrees of response occurred, 
but new lesions continued to develop. After one month of rest from treatment, 
sulfanilamide was given. She is receiving 7 grains (0.45 Gm.) four times daily 
and has improved considerably. 

The patient is evidently in good condition and is well nourished. She appears 
tired, however. Areas on both the trunk and the extremities now show lesions. 
Some are infiltrated, poorly marginated, reddish or brownish and slightly raised 
above the surface. The borders of some of them show a waxy translucency. Areas 
of scarring, atrophy and pigmentation are present. 

The blood count was normal. The sedimentation rate was 13 mm. per hour. 
The urine was normal. Repeated Wassermann tests gave negative reactions. On 
September 28 tests with two dilutions of tuberculin and trichophytin tests gave 
negative results. 

Microscopic study of sections of tissue showed a typical picture of granuloma 
annulare. 

DISCUSSION 

Dra. H. E. Mitter: I did not see any clinical evidence of granuloma annulare 
when I examined the patient. The picture may have been more evident previously. 
The condition simply suggests a toxic eruption at this time. 


Dr. H. J. Tempreton, Oakland, Calif.: My reaction was somewhat the same 
as Dr. Miller’s. I wonder if the condition might be a drug eruption. 


Dr. F. G. Novy Jr., Oakland, Calif.: She had one lesion on the thigh ‘that had 
not been treated. This was similar to a lesion in a case I observed, which 
biopsy proved to be one of granuloma annulare. 


Dr. Frances A. Torrey: There was a lesion on the left elbow also that was 
characteristic of granuloma annulare. 

Dr. A. E. Incets: I realize that the present clinical picture is not typical of 
granuloma annulare. During the past fourteen days the picture has changed 
rapidly, clearing under sulfanilamide therapy. 

The patient was shown because of the apparent response to sulfanilamide and 
the wide distribution of lesions. The response to the bismuth compound and to 
solid carbon dioxide is noteworthy also. 


Boeck’s Sarcoid. Presented by Dr. A. E. INGELs. 


L. C., a white woman, was first seen on April 29, 1940. Two years ago small 
papular lesions were observed in the nasal cavity. She was examined by several 
otorhinolaryngologists, and various tentative diagnoses, including leprosy and rhino- 
scleroma, were considered. Extensive laboratory examinations at that time failed 
to confirm any of the diagnoses. Shortly afterward, a specimen for biopsy was 
taken by Dr. Russell Fletcher, which substantiated the diagnosis of Boeck’s sarcoid. 
After the biopsy specimen was taken, the small papular lesions disappeared. A 
tumor-like infiltrated area soon reappeared close to the medial concha, however, 
and steadily progressed until I first saw her. The lesion then occupied the lower 
half of the left nostril and extended into the nasal cavity. 
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Solid carbon dioxide has been used locally, and injections of a bismuth com- 
pound have been given. The lesions have improved 75 per cent. Previous treat- 
ment included injections of tuberculin once or twice a week for one year, without 
any results. 

The patient has always been well except for these lesions. When seen a year 
ago, she was found to give strongly positive reactions to injections of human, 
bovine and avian tuberculins. There was no evidence of pulmonary disease. 

Wassermann reactions have been negative. Blood counts have shown nothing 
significant. 

Microscopic study showed an acanthotic epidermis and a lobulated appearance 
of the subcutaneous tissue, suggesting sarcoid. There was a tuberculoid arrange- 
ment of lymphocytes, polymorphonuclear leukocytes, epithelioid cells and a large 
number of foam cells. be 

Neither acid-fast bacilli nor spirochetes were demonstrated. 


DISCUSSION 


Dr. F. G. Novy Jr., Oakland, Calif.: This case resembles in some ways one 
I observed three or four years ago (Sarcoid, California & West. Med. 45:41 [July] 
1936). I understand that the patient presented is the same one reported on by 
Dr. Russell Fletcher (Chronic Nonhealing Lesions of the Nose, California & 
West. Med. 52:62 [Feb.] 1940). I think Dr. Templeton has seen my patient since. 

Dr. H. V. Attrncron, Oakland, Calif.: I saw Dr. Novy’s patient about a 
month ago. She still had active lesions in her nose. 


Dermatitis Venenata. Presented by Dr. CHartes ALBERT SHUMATE. 


R. A., a white man aged 22, was first seen on Sept. 16, 1940. Examination 
showed an extremely swollen scrotum and penis and papulovesicular patches on 
the abdomen, lower part of the back and buttocks. Questioning revealed that just 
previous to this outbreak he had worn a new pair of colored shorts. Patch tests 
with material from the shorts gave strongly positive reactions: Under treatment 
with cold boric acid solution compresses and calamine lotion, the affected areas 
have improved greatly. 

His general health is good, and there is no previous history of any disease of 
the skin. 

DISCUSSION 

Dr. H. E. Miter: This patient was of interest to me, because Dr. Norman 
Epstein had 3 patients with similar lesions due to the wearing of striped shorts 
bought at a certain bargain store. This man purchased his at the same store. 

Dr. Cnartes A, SHuMATE: In this week’s issue of The Journal of the Ameri- 
can Medical Association (115:906 [Sept. 14] 1940), Schwartz and his co-workers 
discuss dermatitis from shorts. Besides the dye factor, the new resin fabric finishes 
were found to be a cause of these conditions. 


Granuloma Annulare of Possible Tuberculous Origin. Presented by Dr. 

Ervin Epstetn, Oakland, Calif. 

M. G., a white girl aged 10, has suffered with “asthma” for most of her life. 
Fluoroscopic examination in July 1940 revealed parenchymal tuberculosis. On 
July 20 intradermal injection of a 1 to 10,000 dilution of tuberculin elicited a 
positive reaction on the right arm the size of a half-dollar. The site of the con- 
trol test on her left arm showed no reaction. Two days later cutaneous lesions 
developed adjacent to the tuberculin reaction on the right arm, and these soon 
spread down her arm and onto the other arm also. 

When first seen two weeks later she presented typical lesions of granuloma 
annulare, consisting of flesh-colored papules. Many of these were arranged in 
circles or arcs, although a large number remained as isolated papules. The extensor 
surfaces were more extensively involved. The right arm was affected to a greater 


degree than was the left. 
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Microscopic study showed a varying amount of infiltrate, which consisted mainly 
of lymphocytes and elongated fibroblastic cells. Histiocytes, eosinophils, poly- 
morphonuclear leukocytes and epithelioid cells were in the minority. Neither 
plasma cells nor giant cells were noted. The collections of cells tended to be 
perivascular and perifollicular, although a lesser amount of generalized superficial 
infiltration was also present. These collections were located mainly in the sub- 
papillary regions. The masses were distinctly nodular but were not encapsulated 
or divided by connective tissue septums. There was some tendency to merge into 
the surrounding tissues. Most of the sections showed only one nodule. Epidermal 
changes were minor. 


DISCUSSION 


Dr. A. E. InGeLs: The sections show no features of granuloma annulare, as 
far as I could discover. 

Dr. Ervin Epstein, Oakland, Calif.: A typical histologic picture of granuloma 
annulare was not to be expected in this case. The number of specimens which 
could be taken for biopsy was naturally limited. Being more interested in an 
attempt to demonstrate tubercle bacilli in the sections, I selected the earliest lesions 
for study. Even from these photographs, which leave much to be desired from 
the standpoint of clarity, few would disagree with the clinical diagnosis. These 
lesions, developing two days after a strongly positive reaction to a tuberculin test 
and starting in the area of the reaction, suggests that at least in some cases of 
granuloma annulare the condition is based on tuberculosis. 


Frances A. Torrey, M.D., President 


H. V. Attincton, M.D., Secretary-Treasurer 


Nov. 21, 1940 


A Case for Diagnosis (Lupus Erythematosus?). Presented by Dr. H. E. 


MILLER. 


J. C., a white girl aged 14, was first seen at the University of California 
dermatologic clinic on Oct. 7, 1940, with an eruption of ten years’ duration on the 
face, extremities, anterior aspects of the trunk and buccal mucosa. The lesions 
on her face rapidly faded after she was hospitalized. Her mother stated that sun- 
light aggravates the lesions but that no other factor appears to be influential. 

A general physical examination revealed only normal results. Her urine and 
blood were normal. Scratch tests with common grasses, weeds, food and inhalants ; 
gave negative results, but with cat’s hair gave positive reactions. Exposure of 
limited areas of skin to ultraviolet radiation from quartz mercury vapor lamps 
and to sunlight caused no reaction. The urine showed no uroporphyrin on one 
examination. The Wassermann and Kahn reactions of the blood were negative. 
The level of ascorbic acid in the plasma was 1.29 mg. per hundred cubic centimeters 
(high normal). ; 

Although the patient’s temperature was 37.5 C. (99.5 F.) at the time of entry, 
she was afebrile during a week’s hospital stay. Her hospital course was unevent- 
ful except for pain in the left upper quadrant of the abdomen which persisted for 
two days. Medication has consisted of 5 per cent methyl salicylate in an oxycho- 
lesterol-petrolatum cream as a protection against sunlight. 

When the patient was seen on November 13, she presented a symmetric 
erythematous eruption on her nose and cheeks, with underlying fine papules sug- 
gestive of milia. There was increased erythema at the site of the old lesions on 
her extremities. Her oral temperature was 37.5 C. The patient states that the 
eruption on her face became worse at the time of her grandfather’s death, three 
weeks ago. 
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DISCUSSION 

Dr. Harry E. Atperson: Have there been any indications of renal involve- 
ment? 

Dr. Frances A. Torrey: No, none. 

Dr. C. J. Lunsrorp, Oakland, Calif.: I have a patient with subacute lupus 
erythematosus with lesions on the face and arms. She has lost 10 pounds (4.5 Kg.) 
during the last six months, with an accompanying loss of vitality, particularly 
during the last month. Except for infected tonsils, the results of physical exam- 
ination were normal. I am treating the patient as if she had tuberculosis, i. e., 
keeping her in bed and giving her a high vitamin diet. She is continuing to lose 
weight. Her temperature is subnormal. A blood count showed 6,100 white blood 
cells per cubic millimeter and 100,000 platelets. 

I think that clinically the condition in Dr. Miller’s case more nearly resembles 
lupus erythematosus than anything else. 

Dr. H. V. Attincton, Oakland, Calif.: I think that one interesting feature 
in this case is the presence of the fine yellowish papules in the involved areas on 
the cheeks. They look like the lesions of Fordyce’s disease of the lips. Perhaps 
they are sebaceous glands made more noticeable by an atrophy of the skin over- 
lying and surrounding them. | 

Dr. Orro P. Drepericu, Fresno, Calif.: What about the effect of sunlight? 


Dr. H. E. Mrtter: I would accept the lesions on the face as those of lupus 
erythematosus, but the lesions elsewhere seem to be different. While the patient 
was in the hospital for a week, the itching stopped entirely, and the lesions on 
the arms and legs were greatly improved; those on the face were slightly better. 
The history contributed nothing of definite significance except possible photo- 
sensitivity. If the condition is lupus erythematosus, of course it is the chronic 
form of the disease. When the patient is out of the hospital she has a low grade 
fever; when she is in the hospital she has no fever. Injections of bismuth sub- 
salicylate may be of value, as this drug seems to lessen sensitivity to light. 

This case is another one of disseminated lupus erythematosus in females. In 
practically all reported cases the disease occurred in women. Andrews (Andrews, 
G. C.: Diseases of the Skin, Philadelphia, W. B. Saunders Company, 1930) 
reported on 13 patients, 12 of whom were women. 

Dr. H. J. Tempreton, Oakland, Calif.: How about giving estrogenic sub- 
stances? 

Dr. Frances A. Torrey: It would be interesting to know if any one present can 
remember a case of the disease in a man. I saw one reported in the literature 


among 23 cases. 


Epidermolysis Bullosa. Presented by Dr. H. V. Attincton, Oakland, Calif. 


G. N., a white girl aged 414 years, was born with a denuded area of skin on 
her right leg. She continued to have raw areas develop on her right leg and on 
her feet until the age of 6 months. From then on until she began to walk, at the 
age of 1 year, there was little trouble. Since then there have been frequently 
recurring blisters on the knees arid occasionally on the legs and ankles. 

The patient weighed 534 pounds (2,608 Gm.) at birth. She had congenital club 
feet, which corrected themselves spontaneously. Teething has been normal. She 
has had measles. The patient’s father is said to have had the same trouble with 
his skin until he reached his “teens.” 

At present smooth, pliable atrophic scars are present on both knees and on the 
major portion of the anterior surface of the right leg. Tiny milia-like inclusion 
cysts are present in the scars on the left knee. The nails show a mild dystrophy 
characterized by irregularity and subungual hyperkeratosis. Microscopic study 
of nail parings showed no fungi. The hair and teeth appear to be normal. 

The patient’s paternal grandfather has a lesion on his right leg which has 
been present for thirty-five years. It is made worse, often forming bullae, by 
trauma, as exemplified by walking through brush. 
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DISCUSSION 


Dr. Orro P. Drepericu, Fresno, Calif.: There is a history of ectodermal defect 
in this case. The grandfather stated that he had no toe nails. 
Dr. Frances A. Torrey: The father and mother showed no defect. 


A Case for Diagnosis (Contact Dermatitis? Diagnosed in the Psychiatric 
Department as Neurogenic Dermatitis or an Example of Psycho- 
somatic Relation). Presented by Dr. Frances A. Torrey. 


E. S., a white woman aged 50, was first seen at the University of California 
dermatologic clinic on July 8, 1940, with a well defined palm-sized, erythematous 
macular scaling eruption on the left side of the exposed “V” of the neck. This 
was of two months’ duration. Mild antiseptic ointments and bland lotions were 
applied, but the dermatitis persisted and extended to the face. Cosmetics were 
changed to a “nonallergic” brand, without improvement. She was given unfiltered 
treatments of roentgen rays of 75 r each at weekly intervals, until a total of 300 
to 450 r had been given. Great improvement followed, although new lesions con- 
tinued to appear beyond the treated area on the neck. 

After an emotional upset, the entire eruption reappeared in an aggravated state. 
Psychiatric investigation disclosed that the patient had had a “nervous breakdown” 
at the age of 18 and that she has been emotionally unstable since her husband's 
death fifteen years ago. Her primary concerns were over finances and anxiety 
about her daughter, who is unsympathetic with the patient. 

The results of physical examination and laboratory studies were normal except 
for a hemoglobin value of 86 per cent, a red blood cell count of 3,820,000 and an 
eosinophil count of 6 per cent. 

DISCUSSION 

Dr. Harry E. Atperson: I think that this condition is a neurodermatitis. I 
saw the patient once previously, and I had the feeling that she might have pro- 
duced some of the lesions herself. Her attacks develop suddenly and subside 
quickly. 

Dr. Otro P. Diepericn, Fresno, Calif.: I should like to suggest the diagnosis 
of seborrheic dermatitis. 

Dr. A. E. Incets: I should hesitate to accept this condition as a psychogenic 
dermatitis since there are such profound changes. I also feel that leprosy and 
mycosis fungoides might be considered. A biopsy should be performed. 

Dr. Harry E. Atperson: These lesions undergo changes. 

Dr. A. E. Incets: That is characteristic of the transitory lesions of mycosis 
fungoides. 

Dr. H. V. Attincron, Oakland, Calif.: I wondered if the condition might be 
a drug eruption. There is a rather indefinite history of flare-ups associated with 
her “nervous spells.” A sedative might have been taken at these times. 

Dr. H. E. Mitier: The diagnosis of psychogenic dermatitis by members of 
the psychiatric department is interesting. They indicated that if they were allowed 
to talk to her an hour each day, they could eradicate her eruption. I am wondering 
what effect her being here might have on this psychiatric treatment. 

Dr. N. N. Epstern: I should like to add my objection to a diagnosis of 
psychogenic dermatitis. The condition acts like a dermatitis venenata. Her eyelids 
almost close during an attack. 

Dr. Frances A. Torrey: Since the patient has been in the hospital I have 
watched her, although I have not interfered with the treatment. She says, “I don’t 
touch my face, Doctor,” and touches her face while she says it. One never goes 
near her that she is not touching her face. That certainly keeps up the irritation 
to a certain extent. 

I think it is always difficult to prove whether this type of condition is neuro- 
genic or not. I think this patient should be kept under close observation for a 


while to see what happens. 
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A Case for Diagnosis (Keratosis Blennorrhagica? Psoriasis?). Presented 
by Dr. Frances M. Keppie (by invitation). 


This patient was presented before the San Francisco Dermatological Society 
on Sept. 20, 1940 (Arco. Dermat. & Sypu., this issue, p. 871). 

Sulfanilamide therapy by mouth was instituted on September 21, the patient 
receiving 8 Gm. daily. On September 27 the sulfanilamide content of the blood 
was 12.5 mg. per hundred cubic centimeters. A generalized morbiliform eruption 
developed on September 29 and was accompanied by general malaise and a tem- 
perature of 39 C. (102.2 F.). The preexisting cutaneous lesions had not improved 
noticeably. 

The patient continued to have an intermittent low grade fever. New cone- 
shaped crusted lesions made their appearance in the areas involved by the dermatitis 
medicamentosa. A diet high in vitamin B and low in fat, continued for ten days, 
was of no benefit. On October 21 administration of sulfathiazole, 6 Gm. daily, 
was begun. The sulfathiazole content of the blood was 2 mg. per hundred cubic 
centimeters on October 28. The fever diminished, and the lesions of the face and 
mouth had definitely improved by October 29, on which date this therapy was 
discontinued. 

Three pyretotherapy treatments, with a temperature of 40 to 40.8 C. (104 to 
105.4 F.) being maintained for four hours, were then given and have effected a 
considerable change in the appearance of the lesions. Many of the keratotic 
excrescences have fallen off, leaving erythematous and purplish scaling areas. 


DISCUSSION 


Dr. H. E. Mitier: I have watched this patient carefully since she has been 
in the hospital, and her appearance changes week by week. After the sulfanilamide 
therapy a severe eruption developed as a result of the drug. A few days later 
new lesions developed in the distribution of the drug eruption. About two weeks 
after sulfanilamide had been given she presented a bizarre appearance. Pea-sized 
lesions developed on the extremities, and each lesion had a cone resembling a 
hobnail superimposed on it. 

The more I see of this patient, the more I think that the condition is not 
psoriasis but keratosis blennorrhagica. In many instances the keratotic crust 
drops off and then reforms. If there is any localization, it seems to be around 
the hands and feet. The keratotic lesions under the nails have caused the nail to 
be exfoliated on many fingers and toes. The patient does not look sick, but some 
patients with this disease do not. She has never had a single pustular lesion at 
any time. All the lesions have been keratotic. 

The histologic structure could be keratosis blennorrhagica or psoriasis. The 
picture is not characteristic enough to help in the differential diagnosis. 


Dr. N. N. Epstern: Her response to pyretotherapy is of some interest. She 
took her first treatment well, the temperature being elevated to 40 C. (104 F.) 
and the pulse rate being 130 to 140 per minute. However, at each succeeding 
treatment, the pulse rate became more rapid. That has been my experience with 
patients who have long-standing gonococcic infections. There seems to be a 
definite effect on the myocardium, resulting in a rapid heart rate duripg fever 
therapy. I have treated patients with psoriasis with artificial fever, and the pulse 
rates of these patients did not act like this. Her lesions have cleared a good deal 
during the past two weeks under fever therapy. 

Dr. H. V. Attincton, Oakland, Calif.: Recently Dr. Maxwell Thebaut of 
Oakland reported (personal communication) the prompt disappearance of the lesions 
of psoriasis in a patient receiving moderate doses of sulfathiazole. 


Dr. H. J. Tempreton, Oakland, Calif.: I am firmly convinced that there are 
many cases in which one cannot definitely say whether the diagnosis is pustular 
psoriasis or keratosis blennorrhagica. This is the fourth case that I can think of, 
offhand, in which the pictures have been similar. In none of these were gonococci 
ever demonstrated. This makes me believe, as I remarked at the last meeting, 
that the identical picture can be painted on the skin by different etiologic agents. 
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I think that one occasionally encounters cases with the morphologic picture of 
keratosis blennorrhagica in which one can never prove that the patient has 
gonorrhea. 

Dr. A. E. Incets: Dr. Hamilton Montgomery contends that one cannot dis- 
tinguish between these conditions histologically unless gonococci have been 
demonstrated. 


Acrodynia. Presented by Dr. R. A. Stewart. 


This patient was presented before the San Francisco Dermatological Society 
on Sept. 20, 1940 (Arcu. Dermat. & Sypu., this issue, p. 870). 

Since the previous presentation the patient has improved. Her muscle tone is 
better, and she is more alert. Her pulse, blood pressure and respiratory rate have 
remained unchanged. She has suffered several febrile episodes due to infections 
of the respiratory tract, during which the average rectal temperature was 38 C. 
(100.4 F.)., The lesion on her face has not improved noticeably. A decubital ulcer 
has developed on the occiput. 

Treatment during the last two months has included: sulfathiazole during two 
infections of the respiratory tract; vitamin preparations (a vitamin B complex con- 
centrate from rice polishings [galen B] fortified with ascorbic acid, and the same 
concentrate plus wheat germ oil, each in doses of 1 drachm [3.7 cc.] daily), 
mechanical restraints; tincture of merthiolate to the face; ultraviolet irradiation, 
and capsules of a preparation of liver and stomach extracts with iron (lextron). 

A urinalysis showed a faint trace of albumin, as well as a green color reaction, 
indicating reduction of sugar. Her hemoglobin amounted to 78 per cent; the red 
blood cells numbered 5,000,000 and the white blood cells 32,200, with a normal 
differential count. 


DISCUSSION 


Dr. H. E. Mitter: I think that the continued observation of this patient 
proves the point that there is no specific remedy for this disease. Vitamin therapy 
certainly was not specific. 

Dr. R. A. Stewart: Some of the work done in the pediatric department at 
Toronto University bears out the fact that, while vitamin therapy may make the 
children more comfortable, it does not change the course of the disease at all. 


Dermatitis Herpetiformis. Presented by Dr. N. N. Epstein. 


A white man aged 26 complains of a pruritic eruption of about four years’ 
duration, There have been only short periods of freedom from symptoms during 
this time. No other members of the family suffer from itching. 

The eruption is patchy and consists of groups of discrete raised slightly 
erythematous lesions, some of which are vesicular. There are hyperpigmented 
areas over the small of the back, the hips and lower part of the abdomen as evi- 
dence of past lesions. At present there are active lesions in the axillas, lower 
part of the abdomen and thighs. These areas usually persist for a few weeks and 
then clear, and new areas appear. 

Examination of the blood showed 102 per cent hemoglobin, 5,464,000 red blood 
cells and 6,552 white blood cells per cubic millimeter of blood. The differential 
count showed 81 per cent polymorphonuclear leukocytes, 18 per cent lymphocytes 
and 1 per cent eosinophils. The urine was normal. The Wassermann reaction 
of the blood was negative. 


DISCUSSION 


Dr. H. E. Miter: I agree with the diagnosis. I gave sulfanilamide therapy 
to a patient with severe dermatitis herpetiformis. The lesions entirely cleared but 
in two months were back the same as before. 

Dr. Harry E. Atperson: This case is a typical one, I think. I should like 
to know what is going to be done for this patient. He is a large, healthy-looking 
young man and feels well except for the itching. 
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Dr. H. J. Tempteton, Oakland, Calif.: I hesitate to say so, but I should try 
allergic management. Dr. Lunsford and I have observed 2 cases in which derma- 
titis herpetiformis was controlled by elimination diets. 

Dr. Harry E. Avtperson: I should try vaccinating him with material from 
some of his own vesicles or with any other virus. 


Keratosis Follicularis (Darier). Presented by Dr. H. V. Attrncton, Oak- 
land, Calif. 

J. C., a white man aged 34, has noted slightly raised flat-topped faintly brownish 
papules on the backs of his hands for years. These were asymptomatic, and he 
paid no attention to them. About three months ago he sustained a severe sunburn 
on the upper part of his body. After this an eruption developed on the upper 
part of the trunk and on the arms. It has persisted to date, with little change. 
It is moderately pruritic. The eruption is most evident on the shoulders and 
upper part of the back, over the vertebral column and on the sternum. The fore- 
arms are likewise involved. 

The eruption consists of small hyperkeratotic papules which are confluent in 
some areas. They show little evidence of inflammation and tend to be faintly 
grayish brown. 

The patient has had asthma since he was 2 years old. He has been troubled 
with mucous colitis for the past four or five years. Exacerbations of his mucous 
colitis have been associated with poor rectal sphincter control. He had mumps, 
measles, chickenpox and whooping cough in childhood. He had a bilateral hernio- 
plasty in 1926. A recurrence of the hernia on the left side was repaired surgically 
in 1928. He had a tonsillectomy, adenoidectomy and nasal septum operation in 
about 1920. He sustained a broken back in about 1920. 

Microscopic study of a section of tissue from the upper part of the back con- 
firmed the diagnosis of keratosis follicularis. 


DISCUSSION 


Dr. H. E. Mutter: I do not favor the diagnosis of keratosis follicularis in this 
case. The patient has had his condition for only three months. The scalp is 
more or less clear. The histologic picture is suggestive but not diagnostic. If one 
looks hard, one can find a dyskeratotic lesion, but it does not show the pathologic 
changes of a clearcut example of Darier’s disease. 

Dr. Harry E. Atperson: I suggest that this condition is an avitaminosis and 
that the patient be given vitamin A. I do not believe that the condition is Darier’s 
disease. The microscopic sections do not confirm this diagnosis. 

Dr. H. V. Attincton, Oakland, Calif.: Roentgen ray therapy has, of course, 
been known to be of temporary benefit in Darier’s disease; and patients with the 
disease do sometimes get better anyway. I could not find any record of the lesions 
being precipitated or aggravated by sunlight. The patient has had lesions on the 
backs of his hands for years which are strongly suggestive of keratosis follicularis. 
I believe that the histologic picture is typical of this disease entity. 


A Case for Diagnosis (Erythematous Plaques on the Penis). Presented by 
Dr. Ervin Epstern, Oakland, Calif. 


R. H., a 77 year old white man, has had an eruption on his penis for the past 
two and one-half months. At times there are some tingling and burning, but 
for the most part he has not been bothered by the lesion. He has used boric acid 
ointment locally several times a day since Sept. 23, 1940 and has had two fractional 
doses of superficial roentgen rays, without affecting the lesion. During the past 
two weeks he has been using a home remedy, with some improvement. While he 
has been under observation, several typical warts have developed on his penis, 
and some of these have cleared spontaneously. 

The patient presents a sharply marginated purplish red shiny velvety plaque 
extending from the urinary meatus to the sulcus. There are several smaller 
slightly raised lesions on the head of the penis and in the sulcus. He also shows 
multiple warts in the sulcus. 
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DISCUSSION 

Dr. H. J. Tempeton, Oakland, Calif.: I consider this condition to be psoriasis 
until it is proved to be something else. 

Dr. Harry E. Atperson: I think this patient has ordinary warts. I have a 
patient with the exact counterpart of this picture. 

Dr. H. E. Mritter: I thought there was definite atrophy and telangiectasia. 
I believe one should consider the atrophies that may occur in this location. 

Dr. N. N. Epstern: I wondered whether the hernia in the groins had any 
relation to the penile lesion. 

Dr. Ervin Epstern, Oakland, Calif.: With a lesion like that developing in a 
man of 77, I thought it might be premalignant. Two weeks ago the lesion was 
velvety and purplish, suggesting erythroplasia. Since then he has used a pro- 
prietary remedy locally and has obtained considerable improvement. 


Erysipeloid. Presented by Dr. G. V. Kutcuar and Dr. E. E. Rosenperc (by 
invitation). 

J. C., a 33 year old Filipino, was first seen at the Stanford University derma- 
tologic clinic on Nov. 15, 1940, because of burning and itching of his left palm. 
He presented a scaling dull area of erythema, the size of a silver dollar, in the 
center of his left palm. This was assumed to be a dermatitis venenata, as he 
had used full strength tincture of iodine locally several times a day. Despite 
soothing medication the erythema spread and the burning and itching increased, 
and he returned to the clinic this morning. On questioning, he stated that he 
had cleaned some fish on November 4 and remembered having cut his palm at 
that time. At present his entire left palm and a small area of his wrist are 
involved by a purplish violaceous erythema with slightly elevated and sharply 
defined advancing borders. The lesion shows a tendency toward central clearing. 
There is no evidence of lymphangitis or regional lymphadenopathy. 

Examination of the blood showed 98 per cent (16.8 Gm.) of hemoglobin, a 
color index of 0.96 and 5,100,000 red blood cells and 11.700 white blood cells 
per cubic millimeter. The differential count revealed 80 per cent neutrophils, 76 per 
cent being segmented, 6 per cent eosinophils, 10 per cent lymphocytes and 4 per 
cent monocytes, 

DISCUSSION 


Dr. E. E. Rosensere (by invitation): To my knowledge, no cases of erysipeloid 
have been reported from San Francisco and, as far as I know, few from California. 

Dr. H. J. Tempreton, Oakland, Calif.: I think such cases are so common that 
they have not been reported. 

Dr. Frances A. Torrey: Dr. Way stated that he had had 5 patients with 
erysipeloid in the past two months. 
Dr. N. N. Epstern: There is no question about the diagnosis. 


Granuloma Annulare. Presented by Dr. A. E. INcELs. 


M. P., a white woman aged 28, presents lesions on the back of the left hand 
including the proximal parts of the fingers. The lesions on her fingers consist of 
isolated plaques, about 2 cm. in diameter, with raised, semitranslucent, partly 
annular borders and more or less clear centers. The lesions on the distal part 
of the back of the hand have merged and formed a raised border with a reddish, 
infiltrated, clearing center. There are no apple jelly nodules or visible necrotic 
processes. There are no other lesions on the body. 

The patient was first seen several days ago with the aforementioned lesions 
of three years’ duration. She states that her general health has been good. She 
states that she has a “nervous personality.” 


DISCUSSION 


Dr. H. E. Mixer: I think that this condition is a good example of a reaction 
to solid carbon dioxide. The classic picture of granuloma annulare is not present. 
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I am now treating a woman with lesions having the same distribution, and I pre- 
ferred to make a diagnosis of questionable sarcoid rather than of granuloma 
annulare. But in my case the border of the lesion was barely palpable. It was 
brownish and did not have the pearly color of granuloma annulare. The duration 
was between one and one-half and two years. 

Dr. A. E. Incets: I presented this patient mainly beccuse of the duration, 
which was about three years, without appreciable change or destruction and 
atrophy of the skin. I agree with Dr. Miller in regard to the relation between 
granuloma annulare and sarcoid. Clinically and pathologically there may be a 
strong resemblance between the two conditions. 


Severe Comedo Formations on the Face (Naevus Comedonicus). Pre- 
sented by Dr. A. E. INGELs. 

D. K., a white boy aged 9 months, presents a dense arrangement of comedos 
on each cheek. The skin is normal except for horny plugs interspaced with black 
comedos. The patient was seen one month ago for the first time. It was stated 
that the lesions appeared soon after birth and have been increasing in size, number 
and extent ever since. During the past three weeks he has had applications of 
mild keratolytics, with some improvement. 


DISCUSSION 


Dr. Harry E. Avperson: It is interesting that these groups of comedos are 
symmetrically arranged on both cheeks. I thought the condition was just acne 
in a baby, such as is seen occasionally. The mother has a large number of comedos 
and a seborrheic type of skin. 

Dr. H. E. Miter: I have seen conditions like this due to the application of 
oils. The mother has cleaned the baby’s face with liquid petrolatum since birth. 

Dr. A. E. Incets: Whether oils could cause these lesions in a baby is an 
interesting speculation. I feel that if such were the case, more babies would have 
such lesions. The bilateral symmetry would fit in with naevus comedonicus. 


Resistant Syphilis. Presented by Dr. Wmtarp M. MEININGER. 


J. R., a white man aged 28, entered the Stanford University clinic on Dec. 2, 
1936 with a penile lesion which gave positive results on dark field examination. 
Serologic tests for syphilis gave negative results. He received fifteen weekly 
intravenous injections of 0.45 Gm. of neoarsphenamine and a daily dose of 1.2 Gm. 
of sobisminol mass by mouth. Seven hours after the fifteenth injection a gen- 
eralized purpura developed, accompanied by hemoptysis, hematuria and melena. 
The platelet count dropped to 19,520 per cubic millimeter. He recovered in three 
weeks with two transfusions and roentgen therapy of the spleen. 

In October 1938 an indurated ulcer developed on his prepuce. Dark field 
examination and serologic tests of the blood showed positive reactions. The lesion 
healed in four weeks with a daily dose of 1.8 Gm. of sobisminol mass. The penile 
lesion recurred in April 1939. The dark field examination again showed spiro- 
chetes, although the results of his serologic tests were normal. He was given 
sobismino] mass, and the lesion healed in six weeks, but it recurred in another 
six weeks. 

In October 1939 he was seen with several shallow crusted ulcers on his trunk 
and extremities. These lesions were accompanied by a relapse in serologic reac- 
tions. Mapharsen therapy was instituted, and since then he has received thirty 
injections of this drug in doses ranging from 0.06 to 0.09 Gm. In addition, he 
has had thirty-three injections of a bismuth preparation plus fifteen hours of fever 
therapy, with his temperature at levels in excess of 40 C. (104 F.). The latter 
was produced by injections of typhoid antigen. A 4 per cent aqueous solution of 
urea was employed locally. Under this regimen the lesions are healing satis- 
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DISCUSSION 


Dr. N. N. Epstein: This case is another one in which neoarsphenamine pro- 
duced thrombopenic purpura and mapharsen was administered later without 
reproducing the reactions. 

Dr. Epwarp A. Levin: I should like to ask if these patients who are given 
twenty injections of neoarsphenamine continuously have shown a larger percentage 
of relapses. This patient had fifteen injections. Without bismuth, I wonder 
whether that is adequate therapy for early syphilis. 

Dr. WILLARD M. MEININGER: This patient was 1 of a series to whom I was 
giving 0.45 Gm. of neoarsphenamine weekly for twenty weeks, in addition to 
sobisminol mass by mouth. It is true that the incidence of relapse was high in 
this group. Administration of the arsenical was discontinued because of the severe 
purpura. He was then given a bismuth compound intramuscularly. 


A Case for Diagnosis (Psoriasis? Parapsoriasis? Mycosis Fungoides? 
Psoriasiform Seborrheid?). Presented by Dr. H. J. Tempieton, Oakland, 
Calif. 


Mrs. J. W. M., a white woman aged 65, first noted lesions on her breasts 
three months ago. These lesions slowly spread to cover most of her trunk and 
neck. She now presents indurated scaling brownish red macules which are only 
mildly pruritic. In some areas the macules are confluent. The histologic exam- 
ination shows sharply limited islands of round cells in the reticular portion. 

Examination of the blood on Nov. 7, 1940 showed 4,270,000 red blood cells, 
7,200 white blood cells, 70 per cent hemoglobin and a color index of 0.83. The 
differential count revealed 48 per cent polymorphonuclear leukocytes, 7 per cent 
stab cells, 43 per cent lymphocytes, 1 per cent monocytes and 1 per cent eosinophils. 

She has improved about 25 per cent in one week under local treatment with 
a 30 per cent sulfur ointment. 


DISCUSSION 


Dr. N. N. Epstern: The infiltration of the lesions and their development in 
a woman of this age suggest a diagnosis of lymphoblastoma. 

Dr. A. E. Incets: The clinical picture suggests to me a transition form of 
psoriasis and seborrheic dermatitis. 

Dr. H. E. Miter: It may not be amiss to mention a patient whom Dr. Taussig 
and I had two years ago with an exfoliating dermatitis and for whom we pre- 
scribed a 40 per cent sulfur ointment. I saw this man three weeks ago, and he is 
still entirely clear of what we thought was a lymphoblastoma. 

Dr. H. J. Tempreton, Oakland, Calif.: The pathologic picture is not com- 
patible with psoriasis. It is suggestive of, but not diagnostic of, a lymphoblastoma. 


BRONX DERMATOLOGICAL SOCIETY 
Leo Sprecer, M.D., President 


Henry Sitver, M.D., Secretary 
Nov. 28, 1940 


Chronic Discoid and Lichenoid Dermatosis in a Girl. Presented by Dr. 


Paut Gross. 

A. Y., aged 11 years, is suffering from a chronic recurrent eruption of two 
years’ duration. The first outbreak occurred in October 1938, shortly after a 
change of domicile. The previous history was uneventful, except for frequent 
tonsillitis and chronic constipation. A tonsillectomy was performed when she 
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was 22 months old. There was no history of infantile eczema or of any other 
cutaneous eruption before 1938. 

At the onset there appeared an oval patch on the inner surface of the thigh. 
This was followed shortly by a generalized eruption, apparently vesicular in 
nature, with elevation of the temperature up to 104 F. At that time the patient 
was seen by Dr. Samuel Feldman and admitted to the Morrisania City Hospital. 
After nine weeks at the hospital she improved considerably. The first night 
following her return from the hospital to her home there again developed an erup- 
tion of round patches scattered over the entire body. She was readmitted to the 
Morrisania City Hospital, where she remained for seven weeks, and the eruption 
cleared. She again had a recurrence after returning home, which was accompanied 
by chills and fever. During these attacks the palms and soles became involved 
and were followed by shedding of the nails. The patient was also admitted on 
three occasions to the Skin and Cancer Unit of the New York Post-Graduate 
Medical School and Hospital, from Feb. 23 to May 2, 1939, from Jan. 2 to Jan. 27, 
1940 and from July 2 to July 27, 1940. The patient was seen on Nov. 20, 1940 at 
the Josephine Home for Convalescent Children. The diagnoses considered were 
allergic dermatitis and lichen chronicus simplex. Sensitization tests made at the 
Skin and Cancer Unit showed reactions to ragweed and dust but not to foods. 

There is diffuse scaliness on the scalp. The entire face, with the exception of 
the nasolabial region, is erythematous, somewhat scaly, lichenified and severely 
excoriated. This condition extends to the ears, but the ear lobes are free. The 
eyelids are slightly puffy. The neck and V of the chest are lichenified and 
excoriated. The skin of the entire trunk is thickened and studded with large 
lichenoid papules. In the pubic region and in the groin the eruption is so severe 
that it has produced an actual pachyderma. In addition, within the lichenified 
area of the trunk there are circumscribed erythematous slightly infiltrated and 
scaly plaques. There is slight redness but no lichenification in the popliteal and 
cubital regions. The eruption extends to the dorsa of the feet, but the palms 
and soles are free. 

Examination of the blood showed 14,150 white blood cells, with 59 per cent 
polymorphonuclear leukocytes, 24 per cent lymphocytes and 17 per cent eosinophils. 
Examination of the urine gave negative results. The Mantoux test with a dilution 
of 1 to 1,000 gave negative results. The Wassermann reaction was negative. 


DISCUSSION 


Dr. Marion B. SuLzBerGer: I think it extremely unlikely that this particular 
syndrome is confined to male Jews and that it may not on rare occasions be seen 
in the female sex or in non-Jewish persons. At present this disease appears to 
have a predilection for a certain age (beyond 30 years), sex and race. In the 
original cases reported (Sulzberger, M. B., and Garbe, W.: Nine Cases of a Dis- 
tinctive Exudative Discoid and Lichenoid Chronic Dermatosis, ArcH. Dermat. & 
Sypu. 36:247-272 [Aug.] 1937) and in other cases since observed or described 
there has been no significant familial or personal atopic history. If in the cases 
observed the condition was associated with atopy, Dr. Garbe and I would not 
have separated it from atopic dermatitis. But these peculiar eruptions occurred in 
patients who did not have family histories of atopy, did not have demonstrable 
allergic cutaneous reactions and could not be placed either in the atopic group or 
in the group with contact type dermatitis. 

With regard to the patient presented, it does not appear that the eruption is 
characteristic of the syndrome described. There are some discoid lesions and some 
plaques, but other features, for example, the discoloration of the face, the grayish 
color of the skin, the impetiginized lesions and the badly scratched and super- 
ficially infected prurigo-like lesions, are all fairly characteristic of severe atopic 
dermatitis. : 

Dr. SAMUEL FELDMAN: The patient was under my observation for a con- 
siderable time in the hospital. She was found to be definitely allergic to eggs 
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and milk, and when these were excluded from the diet, she began to show 
improvement. Eventually she cleared completely, but after some time the eruption 
recurred. She never showed discrete lesions; the eruption was confluent and 
generalized. Recurrences always appeared first on the face and around the ears, 
and the lesions were exudative. My diagnosis was allergic dermatitis. 


Dr. CuHartes WorrF: I believe that the patient is suffering from a contact 
dermatitis, and an effort should be made to ascertain the causative agent. I suggest 
investigation to eliminate naphthalene as the etiologic agent. 


Dr. SAMUEL M. Peck: I agree with Dr. Sulzberger that this case cannot be 
placed with those of chronic discoid and lichenoid dermatitis. My results with 
tests for allergy have been unsatisfactory. These patients show often a polyvalent 
sensitivity, and the problem is to reduce their: sensitization potential. The illum- 
inating article by Stokes (J. A. M. A. 105:1007 [Sept. 28] 1935) is important in 
that it clearly demonstrates the psychogenic factor, which tends to lower the 
threshold of sensitization on the one hand and increase the clinical manifestation 
on the other because of the increased itching and scratching. What is needed is a 
reliable nonspecific method of desensitization. 

Dr. ArtHUR SAYER: A point I wish to stress is the improvement this girl 
shows when she leaves her home environment. She does not have to go away 
to a distant warm climate, as most patients with similar conditions do, but it is 
enough for her to go to a nearby place or to the hospital ward in order for the 
eruption to clear. There must be something in her home to which the patient 
has become sensitized. 

Dr. Max Berxovsky: A number of patients observed at Mount Sinai Hospital 
experienced clearing of the skin while in the hospital or in bare rooms at their 
homes in the vicinity of New York. This improvement, however, has always been 
for short periods. On my advice some of these patients moved to Texas. I have 
been in touch with them and can report that they are doing exceedingly well and 
have remained clear for well over a year now. Whether the improvement is 
climatic or psychogenic I do not know, but I do think the problem is entirely one 
of sensitization, 

Dr. Marion B. Sutzpercer: It is true of atopic dermatitis, of prurigos, of 
infantile eczema and of many other dermatoses as well that they often clear rapidly 
under environmental changes. This observation, therefore, does not distinguish 
these particular conditions from others. One may say only that in certain patients 
with chronic discoid and lichenoid dermatosis the condition clears as rapidly as 
any other dermatitis on hospitalization. 

As regards the psychogenic influences, I cannot conceive it possible that all 
those patients who go to Texas find just the psychic environment which will clear 
their skin. I have seen them go there—some with and some without their families 
—and it would be remarkable if the psychoneurogenous changes were always pre- 
cisely such as to benefit uniformly all of them. These manifestations of improve- 
ment after a change of environment are common in infants even in cases in which 
the mother is permitted to come into the hospital and take care of the infant. 
There is something else to environment which one must take into account as of 
more direct significance than the psyche. 

Dr. Paut Gross: There are many features which suggest the diagnosis as 
presented. First, the eruption began with a patch on the inner surface of the thigh, 
an unusual way for an atopic dermatitis to develop. Second, a generalized erup- 
tion developed soon thereafter, involving even the palms and soles. This is like- 
wise unusual in atopic eczema but is seen in exudative and lichenoid dermatosis. 
In its resistance to treatment and response to environmental change, the condition 
corresponds to the classic picture. Furthermore, this child has had prompt clearing 
when hospitalized and more complete clearing than is usual in my experience with 
atopic dermatitis. The immediate flare-up after the child returns to her home 
seems also more characteristic of exudative and lichenoid dermatosis. As far as 
the effect of the subtropical climate on dermatoses is concerned, I believe that 
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the psychic and muscular relaxation produced by the climatic conditions are impor- 
tant curative factors. 

Norre.—A few days after the presentation the patient was removed to a home 
for children in Peekskill, N. Y. When she was seen on Jan. 3, 1941, the eruption 
had cleared with the exception of a slight lichenoid thickening of the skin on the 
trunk. The personality change as well as the physical improvement was remarkable. 


A Case for Diagnosis (Pemphigus?). Presented by Dr. AnotpH RosTENBERG. 


A housewife, aged 53, of Irish birth, is the mother of 7 healthy children. She 
has had two miscarriages. Menopause set in fourteen years ago. The family 
history is irrelevant. In May 1940 in an automobile accident the patient suffered 
a compound fracture of the left humerus. The arm was put in a cast for about 
eight weeks. On the day following the removal of the cast a vesicular eruption 
appeared on the upper part of the arm. It soon spread downward to the left 
forearm, wrists, hands and interdigital spaces. 

At present both arms, the axillas, the region of the vulva and the lower 
extremities are involved. The vesicles and bullae arise from healthy skin and 
vary in size from that of a small pea to that of a cherry. The Nikolsky sign is 
absent. Since onset the patient has never been entirely free from the eruption, 
although at times she appears much improved. Her general health seems to be 
little impaired, her only complaint being severe itching in the affected regions. 
The mucous membranes are not affected. 

Physical examination showed no abnormalities. There is no enlargement of 
glands. Examination of the urine showed 1.8 per cent of sugar and a slight trace 
of albumin. The Wassermann reaction was negative. 

The patient has received insulin to control the diabetes. She is being treated 
with arsenicals by mouth and by injection, vitamin D and local soothing applications. 

Examination of the blood on Sept. 26, 1940 showed 116 per cent hemoglobin 
(Sahli), a color index of 0.98, 5,920,000 red blood cells and 12,700 white blood 
cells, with 50 per cent polymorphonuclear leukocytes, 21 per cent lymphocytes, 
9 per cent band forms, 2 per cent metamyelocytes, 1 per cent eosinophils and 
1 per cent monocytes. The stained smear showed a slight shift to the left and 
eosinophilia. 

On November 8 examination of the blood showed 82 per cent hemoglobin 
(Sahli), 4,220,000 red blood cells, a color index of 0.98 and 6,600 white blood cells, 
with 33 per cent lymphocytes, 48 per cent polymorphonuclear leukocytes, 8 per 
cent band forms, 1 per cent metamyelocytes, 7 per cent eosinophils, 1 per cent 
basophils and 2 per cent monocytes. The stained smear showed slight hypochromia. 

The amount of dextrose in the blood on August 24 was 210 mg. and on Sep- 
tember 26 and November 8, 167 mg. per hundred cubic centimeters. 


DISCUSSION 


Dr. Aron J. DeutscHer (by invitation): In considering the cause of the dis- 
ease, the psychic shock which was caused by the automobile accident should be - 
borne in mind. Of further interest is the psychogenic influence on the disease. As 
a result of worry and excitement in connection with an acute illness in the family, 
a new crop of vesicles and bullae appeared all over the body. 

Dr. Cuartes Lerner: I do not think that this condition is pemphigus. I am 
more inclined to make a diagnosis of Duhring’s disease. The lesions are limited 
to the extremities, and there is some grouping. There is a possible relation between 
the diabetes and the cutaneous manifestation. In my opinion, the high sugar con- 
tent of the blood can easily set up a metabolic disturbance that may be sufficient to 
give manifestations in the skin. Her accident was purely a coincidence. 

Dr. Apotpn RosTeENBERG: The diagnosis rests between Duhring’s disease and 
pemphigus. Although there are no lesions in the mouth, pemphigus cannot be 
ruled out. I have seen severe conditions which terminated fatally and never were 
associated with oral lesions. Diabetes plays no role in pemphigus. I do not think 
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that the trauma and shock which this woman experienced should be disregarded 
as a causative factor of the eruption. — others believe that pemphigus is 
caused by neurogenic factors. 


Xanthoma Tuberosum Treated with a Limited Fat Diet. Presented by 


Dr. SAMUEL FELDMAN. 


M. L., an American-born laborer aged 45, came to the Morrisania City Hos- 
pital on Oct. 28, 1940 because of an eruption on the hands which had appeared 
about two months previously. He had also had a rash on the body for the previous 
few weeks but had paid no attention to it, as it did not inconvenience him in any 
way. The past history was essentially negative. There never was any suggestion 
of diabetes. The patient was fond of eggs, and he consumed four to eight eggs 
at a single meal. 

There are slightly itchy red scaly flat icmnmatbeil patches on the hands and 
feet. In addition, there are numerous small hemispheric papules, ranging in size 
from. that of a sago seed to that of a lentil or somewhat larger, situated on the 
abdomen, the flanks, the back and the posterior aspect of the forearms. These 
lesions are pinkish yellow or lemon yellow and are smooth and firm to the touch. 

The examination of the urine showed no traces of sugar. Examination’ of the 
blood revealed a slight secondary anemia, with 4,000,000 red blood cells and 80 per 
cent hemoglobin, and normal white blood cell and differential counts. The chemical 
examination showed 98 mg. of sugar and 844 mg. of cholesterol per hundred cubic 
centimeters of blood. 

A small papule was excised from the lower part of the abdomen and sectioned. 
Histologic examination showed a normal epidermis. In the cutis surrounding the 
blood vessels were large round or polyhedral vacuolated cells with well stained 
oblong centrally located nuclei, the so-called foam cells or xanthoma cells. Among 
them and scattered in the field many large histiocytes were seen. There was no 
evidence of fibrosis. 

The patient was given a limited fat diet. Eggs, cream, butter, cheese, oils, 
chocolate, fatty meats ahd fish were excluded from the diet. He was advised to 
eat plenty of fruit and vegetables. 

On November 13 the lesions on the trunk and forearms were smaller and the 
color was almost gone. Only a few typical xanthoma lesions were seen. Chemical 
examination showed 387 mg. of cholesterol per hundred cubic centimeters of blood. 
On November 23 the patient temporarily abandoned the diet. The blood choles- 
terol on November 25 was 589 mg. per hundred cubic centimeters. 


DISCUSSION 


Dr. CHARLES GREENHOUSE: Xanthoma tuberosum is a chronic disease and 
does not yield to treatment. In view of this I cannot see, since the eruption cleared 
rapidly, how this diagnosis can be accepted. 

Dr. Cuartes Worr: Acute xanthoma is not known. In this patient there is 
an acute lipomatosis which can hardly be xanthoma tuberosum. The latter is a 
chronic insidious dermatosis. 

Dr. ArtHur SAYER: With regard to the treatment of xanthomas with low 
fat diet, I should like to state that it is not always successful. In this connection 
a case in the service of Dr. Béla Schick at Mount Sinai Hospital is instructive. 
In a young boy who presented lesions of xanthoma tuberosum the cholesterol deter- 
minations were 300 mg. of free and 600 mg. of combined cholesterol per hundred 
cubic centimeters of blood. The boy was given a limited animal fat diet, because 
cholesterol is metabolized only from animal fat (olein, palmitin and stearin) and 
not from vegetable fats, such as peanut butter. In spite of this restricted diet the 
lesions remained uninfluenced during the treatment, which lasted four months. 

Dr. SaAMueEL Peck: A patient with 800 mg. of cholesterol per hundred cubic 
centimeters of blood cannot be considered normal, regardless of the diet. It is 
obvious that diet in this case plays a role, since the blood cholesterol was reduced 
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from 800 to 500 mg. As in some of the other lipoid disturbances, certain of the 
body tissues are capable, probably through enzymatic action, of extracting the 
cholesterol from the blood and fixing it locally. 


Dr. Davin BLoom: The disturbance of the cholesterol metabolism indicated 
by hypercholesteremia is the essential factor in the production of xanthomatous 
lesions. It is therefore conceivable that a temporary excessive ingestion of a 
cholesterol-rich diet may produce xanthomatous lesions which may disappear after 
correction of the diet. 


Dr. Paut Gross: This case proves that the lipoid metabolism is extremely 
complicated. Aside from the ingestion of fat and the blood, one should bear in 
mind that the liver and several glands are also actively engaged in the regulatory 
mechanism. 


Dr. ABNER Kurtin (by invitation): In my opinion this patient presents the 
type of eruption seen in diabetes. It is not xanthoma tuberosum in which one 
may or may not have an elevated cholesterol value in the blood. In the type of 
case presented there is an elevation, and conditions like this invariably respond 
to diet. There is a recorded case of a man who drank 1% pints (710 cc.) of gravy 
a day, and when he was given a suitable diet the eruption immediately cleared. 
The diagnosis should be acute eruptive xanthoma secondary to alimentary hyper- 
cholesteremia. 


Dr. Marion B. Sutzpercer: The etiologic or pathogenetic mechanisms of 
xanthomas are not as simple as is generally believed. Xanthomas are not produced 
in normal persons simply from eating a lot of fats, either animal or vegetable. 
Sufficient proof of this can be seen, for example, in patients with gastric ulcers 
who live on a high fat diet for long periods and in the Eskimos, who sometimes 
subsist almost entirely on blubber and fats yet do not have xanthoma. 

The most tenable explanation of the genesis of xanthomas, although still only 
a theory, is that something happens to the fat metabolism and the liver is in some 
way intimately concerned in this happening. The type of hepatic damage does not 
show itself as icterus, or any of the ordinary liver complaints, but the liver simply 
ceases to be adequate in regulating the fat metabolism or fat emulsification 
(Montgomery, H.: Xanthomatosis: III. Cutaneous Xanthoma, Especially in Rela- 
tion to Disease of the Liver, J. Invest. Dermat. 1:325, 1938). The experiments 
of Schaaf and co-workers have thrown light on this theory. Apparently certain 
poisons affect the liver so that it no longer succeeds in maintaining the usual 
relation of the lipoids in the blood; there is an imbalance in the ratio of the 
various blood lipoids and fatty acids, and this results in an emulsion which is pre- 
cipitated more easily than would be the case if the ratio was normal. Experi- 
mentally, the liver damage plus the feeding of fats is the cause of this faulty ratio 
between lipoid substances in the blood serum in rabbits (Schaaf, F.: On the 
Experimental Production of Xanthomas in Laboratory Animals, J. Invest. Dermat. 
1:11, 1938). A second factor to be considered in the genesis of xanthomas is 
that even under approximately normal conditions certain tissues may be somewhat 
pathologic in function and these tissues are prone to absorb and retain fats and 
lipoids more than normal tissues. In those forms of xanthoma in which the 
general fat metabolism is most disturbed the instability of the blood lipoid emulsions 
may be the more important factor, whereas in xanthoma tuberosum the local tissue 
factors, including traumatic factors to the tissues, are the more important. That 
perhaps is why one can divide the patients with xanthomas fairly well clinically 
into those who will respond to diet and those who will not. 


Dr. SAMUEL FELDMAN: There are four theories regarding the causation of 
xanthomas. None of them are wholly satisfactory; they operate alone or in 
combination. The theories are: (1) that the cause is a possible increase in lipoids 
in the body; (2) that the condition is due to a diminution of the excretion and 
retention of the lipoids; (3) that the lipoids are not properly balanced and their 
colloidal state is decreased, with the result that the particles become larger and 
coarser and are precipitated, becoming an irritant and stimulating formation of 
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ioam cells and fibrosis (the precipitation theory, referred to by Dr. Sulzberger), 
and (4) that some systemic changes cause the reticuloendothelial cells to produce 
lipoids. It is difficult to conceive, however, that the foam cells are capable of 
producing quantities as high as 850 mg. of cholesterol per hundred cubic centimeters 
of the blood. 

At present, there is no workable classification except the broad division of 
xanthoma tuberosum and generalized xanthoma. The latter is not associated with 
a high cholesterol content but is occasionally associated with diabetes insipidus 
and involvement of the brain, while xanthoma tuberosum is associated with a high 
cholesterol content and also with involvement of the liver and intestines. 

The patient presented is a habitual drunkard. This furnishes a clue as to the 
possible pathogenesis of the condition. Under a restricted diet the cholesterol 
value was reduced from 844 mg. to 380 mg. per hundred cubic centimeters of 
blood. When he “went on a spree” for three days, the cholesterol immediately 
rose to 589 mg. It would appear that the sudden consumption of large quantities 
‘ of alcohol caused an inhibition of the function of the liver, which has, most likely, 
already been damaged. Of course, lipoid metabolism is intimately associated with 
liver function. 


Leukoplakia of the Tongue. Smooth Atrophy of the Tongue (Non- 
syphilitic). Presented by Dr. ArtHur SAYER. 


A. P., a white man aged 61, recently arrived from Germany, came to Mount 
Sinai Hospital in November 1940 because of a gastric complaint which was diag- 
nosed as peptic ulcer. He was referred to the dermatologic clinic for a condition 
of the tongue which has been present for about ten years. 

There is a bluish gray patch covering almost entirely the dorsum of the anterior 
half of the tongue. The peripheral portion is thinner than the central area. There 
is also a distinct smoothness of the anterior half of the dorsum and borders of 
the tongue, and the papillae are totally absent in this area. There are a few small 
grayish areas, similar to the one on the dorsum of the tongue, on the buccal 
mucosa near the commissures of the mouth. 

The patient has been a heavy smoker for many years. He has worn dental 
plates for the past ten years. The pupils are equal and regular and react to light 
and in accommodation. The reflexes are normal except for the knee jerks, which 
are somewhat diminished. There was no history or evidence of syphilis, and he 
was never treated for syphilis. He has had repeated Wassermann tests with 
negative reactions. Urinalysis showed a faint trace of sugar but no other 
abnormalities. 


Lupus Tumidus. Presented by Dr. ApoLpH ROSTENBERG. 


A Jewish housewife aged 26, born in the United States, gives an insignificant 
family history and past history. The present condition began at the age of 11 
years with a small nodule on the right cheek. At present the entire right cheek 
is covered by an elevated smooth reddish brown patch extending to the right side 
of the nose and the upper and lower lip. The lips are greatly enlarged. 

The patient was treated four years ago with electrodesiccation and of late with 
the water-cooled quartz mercury vapor arc lamp. 

The patient is presented for therapeutic suggestions. 


DISCUSSION 


Dr. SAMUEL FELDMAN: The use of the Finsen lamp is not as prevalent even 
in Europe as it was originally; it is being replaced by the water-cooled quartz 
mercury vapor arc lamp with a blue filter for fifteen minute exposures. 

Dr. CHARLES LERNER: This young woman has a keen mind and. has tried to 
handle her own case. She has frequented various clinics in search of new aid. 
She has been also under observation at the Skin and Cancer Unit of the New 
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York Post-Graduate Medical School and Hospital for a considerable length of 
time. Special attention was given to her case, and at one time hospitalization was 
suggested, but she rebelled at the idea. She was treated with the water-cooled 
quartz mercury vapor arc lamp and was improving but suddenly stopped attend- 
ing the clinic. She returned subsequently and explained that the reason for 
stopping treatment was that she did not think she was being helped. Evidently 
the patient had a psychosis, which can be understood, considering her disfiguring 
disease. At that time I prescribed large doses of vitamins A and D. I also 
suggested electrocoagulation or scalpel surgery to be followed by plastic repair, 
but the patient objected. It seems that only after she becomes convinced of the 
efficacy of a therapeutic procedure—especially when she learns it from several 
sources—is she willing to try it. I think that the patient should be hospitalized 
and that some form of surgical treatment should be instituted, whether it be an 
electrosurgical or an ordinary operation. However, I should follow the procedure 
with application of a tubular graft as soon as feasible, which to my mind is just 
as important as the destruction of all the lesions. Electrocoagulation has proved © 
in my hands an excellent method of therapy in cases of this kind. Lupus vulgaris 
located in the region of the lips and nose is of course much more difficult to treat 
successfully. 

Dr. Paut Gross: What a salt-free diet can accomplish was convincingly 
demonstrated to me in a case of extensive hypertrophic lupus of the face with 
loss of one eye and almost complete loss of vision in the other eye associated 
with extensive lichen scrofulosus. Many months of hospitalization was necessary, 


' but the patient’s eyesight was restored and she has been completely cured for at 


least five years. With regard to the patient presented, I should make every effort 
to overcome the psychic difficulties and convince her of the need for hospital care. 
For local therapy, compression treatment with a water-cooled quartz mercury 
vapor arc lamp with a blue filter is the method of choice. 

Dr. CHARLES GREENHOUSE: Because of the extensive involvement in this 
particular case, in my opinion the patient should be treated in a sanatorium with 
fresh air, rest, sunshine, cod liver oil and wholesome diet. I was impressed with 
the success of these measures in a patient under my observation who has remained 
well for the past fifteen years. 

Dr. ArtHUR SAyeER: In the treatment of lupus vulgaris what is the value of 
the blue filter in the water-cooled quartz mercury vapor arc lamp? I have treated 
patients with lupus vulgaris with this kind of lamp without the blue filter and 
obtained good results. 

Dr. Paut Gross: The use of the cobalt filter for the compression treatment 
of lupus vulgaris is necessary to eliminate the short wave rays, which have only 
a superficial effect. The filter makes it possible to utilize the penetrating long 
wave ultraviolet rays. : 

Dr. ApotpH ROSTENBERG: I am grateful for the suggestions offered and will 
try to follow them. I also thought that a change in climate might benefit the 
patient. She has been given a salt-free diet but does not follow it strictly. 


Generalized Scleroderma Treated with Dihydrotachysterol. Presented by 
Dr. Frank E. Cross. 

B. M., a housewife aged 66, a Jewish refugee, was first seen in August 1940 
at the clinic of Mount Sinai Hospital. 

The condition began about five months ago, involving the chest, abdomen and 
hands. It consists of a rather generalized shiny thickening and stiffening of the 
skin. The wrists, the ankles, the forearms and the chest, especially the supra- 
clavicular and infraclavicular areas, are mostly involved. The skin in these areas 
appears to be bound down to the structures beneath, is firm and has a leathery feel. 

The patient was operated on for adenoma of the thyroid gland at the Mount 


Sinai Hospital in April 1938. 
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She has received 15 minims (1 cc.) daily of dihydrotachysterol since Sept. 27, 
1940. It can be stated that the skin is now softer and more pliable and that motion 
is less restricted. 


Generalized Scleroderma with Fibrosis of the Lungs. Presented by Dr. 


SAMUEL FELDMAN. 


D. M., a Negro housewife aged 30, was admitted to the Morrisania City Hos- 
pital on May 4, 1939. She stated that for the previous six months she had 
suffered from a progressive loss of weight, a feeling of tightness in the chest and 
coughing spells. About two months ago stiffness of the hands developed. The 
skin of the face, especially of the cheeks, was stiff and tightly drawn over the under- 
lying structures. There were no wrinkles, and the face was more or less 
expressionless. The forearms appeared thinner than usual, and the skin was 
tightly drawn and could not be pinched between the thumb and the index finger. 
The skin over the hands and fingers was tight; the bones and knuckles were 
unduly prominent. The terminal phalanges were shortened, and the nails were 
deformed. The condition of the thighs was similar to that-of the forearms. 

Physical examination of the chest revealed dulness on percussion over the sides 
of the chest. A diagnosis of scleroderma with fibrosis of the lung was made. 
Bronchoscopy was performed. Lipoid was installed into the bronchi, and artificial 
pneumothorax was performed to determine the location of the diffuse fibrosis in 
the lung. The conclusion was reached that the fibrosis was definitely within the 
lung tissue and not in the chest wall. There was no evidence of tuberculosis. The 
results of examination of many specimens of sputum were consistently normal 
during a period of more than one year. There was no hemoptysis. A roentgeno- 
gram of the hands on May 18 showed absence of all distal phalanges, except a 
small portion at the base. The urine and the blood were normal. The values for 
serum calcium, phosphorus and phosphatase and for blood sugar and cholesterol 
were within normal limits. The basal metabolic rate was +11 per cent. 

A section made of a portion of skin from the forearm showed thinning of the 
epidermis to about four rows of cells and the almost complete disappearance of 
the rete pegs and papillae. The collagenous bundles of the cutis were thickened, 
sclerosed and converted into thick homogeneous bands. The cellular element was 
sparse, and there were few blood vessels. The patient was discharged from the 
hospital about six months ago. Recently she was reexamined, and no change in 
the condition was noted. 

DISCUSSION 


Dr. Marion B. SutzBercer: I think it important to distinguish between the 
condition in this case and the scleroderma in the Negress presented this evening. 
They are probably entirely different diseases and are certainly two different forms, 
if they are related. In the Negress is seen the malignant type of progressive 
scleroderma and sclerodactyly. The phalanges are beginning to be destroyed. If 
one could find a treatment to arrest the malignant form of scleroderma it would 
really be an advance in therapy. In Dr. Cross’s patient, on the other hand, there 
is a more or less widespread scleroderma, but nevertheless a benign form. This 
type often improves spontaneously, and the prognosis is usually good. Treatment 
with dihydrotachysterol would be of great advantage if it helped the malignant 
type. Viosterol and dihydrotachysterol have been used for scleroderma of both 
types. Some of these trials have been reported as successful; for example, Silbert 
and his co-workers (J. Mt. Sinai Hosp. 6:333-337, 1940) have reported some 
successes, but it appeared to me that the condition in their cases were not all of 
the malignant type. I have recently treated 2 patients with scleroderma with 
dihydrotachysterol, one with the advanced malignant type and one with the benign 
type. The former died, and the other was not benefited. 


Dr. Frank E. Cross: There was an interval of one and one-half years between 
the operation for the adenomatous toxic goiter and the appearance of the sclero- 
derma. I wonder whether there is any relation between the two. The scleroderma 
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became generalized within two months. The skin in some areas was tight, and 
there is no question that these areas showed improvement. The drug influences 
the calcium metabolism. The level of calcium in the blood should be watched 
carefully when dihydrotachysterol is administered. For malignant conditions a 
fairly large daily dose is given, about 15 minims (1 cc.) a day, and after the dis- 
ease is controlled the dose is reduced to 15 minims once a week. 


Lichen Planus Zosteriformis with Palmar Lesions. Presented by Dr. 

ARTHUR SAYER. 

M. P., a white man aged 50, born in Germany, came to the clinic of the Mount 
Sinai Hospital in July 1940, complaining of an itching eruption which was scattered 
sparsely over the trunk and extremities. The patient presents an eruption of 
violaceous flat-topped and polygonal papules on the trunk, thighs and upper 
extremities. There are closely aggregated violaceous papules arranged in band 
formation varying in width from % to % inch (1.3 to 1 cm.), which extend from 
the region of the internal condyle of the right humerus down the entire forearm 
to a little beyond the ulnar styloid region. Another unusual group of papules is 
seen in the central part of the right palm, arranged in an irregular quadrilateral, 
about % by 1 inch (1.3 by 2.5 cm.) in diameter. These palmar lesions are small, 
grayish and dome shaped or pitted and do not resemble the other lichen planus 
papules. 

The Wassermann reaction was negative. The urine was normal. 

The patient was given intramuscular injections of bismuth subsalicylate once 
a week. To date he has received eight injections, and most of the lesions on the 
trunk and thighs have regressed considerably. The zosteriform lichen planus 
group has not responded as favorably. The palmar lesions have been only slightly 
influenced. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Georce C. Anprews, M.D., Chairman 
HERMAN SHaruit, M.D., Secretary 


Nov. 6, 1940 


A Case for Diagnosis (Cutis Gyrata Facialis?). Presented by Dr. 
Antuony C. CIPOLLArRo. 

M. M., a woman aged 29, a patient of Dr. Edward A. Abbey, New Haven, 
Conn., had practically normal skin on the face until about the age of 13. At that 
time the abnormal condition of the facial skin first became apparent, and it has 
since become progressively worse. She has used various topical remedies without 
benefit. She states that her father and 2 cousins suffer from a similar condition 
and that in 1 of the cousins it is present to a much worse degree. 

The skin of the face is greatly thickened and lies in folds with deep furrows. 
The sebaceous glands are extremely active, making the skin oily, and the follicles 
are patulous. This disturbance of the pilosebaceous apparatus is seen not only 
on the face but all over the back, chest and arms. The thickening of the skin 
and the deep furrows suggest the condition usually found on the scalp, cutis 
verticis gyrata. A complete physical examination otherwise reveals a normal 
condition. 

A piece of tissue removed from the chest for microscopic examination showed 
hypertrophy of the sebaceous glands. 
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DISCUSSION 


Dr. Oscar L. Levin: I believe the condition is congenital. Besides the folds 
and ridges of the forehead and face that resemble cutis verticis gyrata, there are 
other lesions indicating abnormal function of the sebaceous glands. The skin 
shows hyperkeratotic follicular papules and keratoses. Changes which were 
present in early life have become more conspicuous as the patient has grown older. 
There may also be associated disturbances of the endocrine glands. 

Dr. HERMAN GoopMAN: A suggested clinical diagnosis is leontiasis, meaning 
“lion face.” The patient presents deep ridges such as one would see on the visage 
of a lion. This condition is not to be confused with that occurring in leprosy. 

Dr. Georce C. ANprews: I think stains for colloid should be made. It seems 
to me that the diagnosis as presented is a good one, expressing the condition 
more or less as described by Dr. Levin, though perhaps it might be expressed 
better by some other term. 

Dr. Davin Bioom: I agree with Dr. Levin that the condition is due to 
abnormality of the sebaceous glands. I believe that there is, in addition, hyper- 
plasia of the connective tissue producing this abnormal thickening of the skin. 
The condition is apparently a hereditary abnormality. Further pathologic examina- 
tion will help to elucidate the case. 

Dr. AntHony C. Crpotraro: I have never observed a case like this one. 
The condition resembles the disease called cutis facialis gyrata. 


Erythema Multiforme Bullosum. Presented by Dr. E. ApraMmowitz. 


E. H., a Negress aged 20, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital with a generalized 
eruption which has been present for three years. She was hospitalized at 
Otisville, N. Y., during 1938 for a lesion of the upper lobe of the left lung and 
was discharged in June 1939. Since 1938 the patient has had recurrent attacks 
of blisters all over the body. These “break” and leave raw surfaces. The patient 
was in Harlem Hospital from Feb. 13, 1940 to May 3, and during the first four 
weeks of her stay she had a constant temperature of 103 F. She gave a history 
of urinary retention before her admission. She stated that she had not ingested 
any drugs. Examination revealed a generalized pemphigoid eruption, with small 
ulcerated areas on the mucous membrane of the mouth and small bullae on the 
upper dental ridge. The bullae disappeared after a short course of treatment 
with sulfanilamide. 

The patient shows generalized coin-sized and larger bullae, some crusted areas 
and some healed areas with depigmentation. The scalp shows moderate diffuse 
alopecia. 

Roentgen examination of the chest revealed a small fibrotic scar at the apex 
of the ieft lung. Culture of the bullae showed Staphylococcus aureus. Exami- 
nation of the blood showed 10,050 leukocytes with the following differential count: 
52 per cent polymorphonuclear neutrophils, 27 per cent lymphocytes, 16 per cent 
band cells, 3 per cent monocytes, 1 per cent basophils and 1 per cent eosinophils 
(shift to the left). The Wassermann and Kahn reactions of the blood were 
negative. Examination of the urine showed a negative reaction for sugar and 
a l plus reaction for albumin. Injection of a 1/1,000,000 dilution of tuberculin 
elicited a positive reaction. 

Histologic examination was made by Dr. David L. Satenstein, who offered the 
diagnosis of bullous dermatitis with plasma cells, with pemphigus considered as a 
possibility. He stated that in the upper part of the cutis there was a large 
subepidermic bulla containing red blood cells and serum. The underlying vessels 
were dilated, and there was a cellular infiltrate consisting of small round cells, 
wandering connective tissue cells and a large number of plasma cells. The 
epidermis was detached, apparently as a result of trauma, but seemed otherwise 
essentially normal. 


~ 
; 
; 

P 
aa 


898 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


DISCUSSION 


Dr. Howarp Fox: I cannot agree with the diagnosis of erythema multiforme, 
on account of the atrophy which is present and which does not occur with this 
disease. Clinically, the condition suggests lupus erythematosus in which a few 
bullae are present. 

Dr. Frep Wise: It is often difficult to differentiate between the Senear-Usher 
syndrome and erythema multiforme bullosum of the chronic type, which might 
or might not cause scarring, especially in the Negro skin. I am inclined to favor 
the diagnosis of Senear-Usher syndrome or benign pemphigus in this case. This 
is the third time I have had an opportunity to examine the patient, and this 
circumstance rather strengthens my opinion. A diagnosis of Senear-Usher syn- 
drome can be maintained without any evidences of lupus erythematosus lesions 
simply because the syndrome forms a part of the pemphigus group. I did not see 
any signs of lupus erythematosus tonight or on two previous occasions. To 
establish the presence of lupus erythematosus in this kind of case requires micro- 


scopic confirmation. 

Dr. Samuet M. Peck: A diagnosis of subacute lupus erythematosus is more 
likely than pemphigus. May I recall a patient from Mount Sinai Hospital pre- 
sented before this society some time ago? She had an eruption closely resembling 
erythema multiforme bullosum, which, however, on regression resulted in depig- 
mented areas and atrophy. During the course of the disease it at times resembled 
the condition in Dr. Abramowitz’ case. In my opinion the Senear-Usher syndrome 
is definitely seen associated with the benign forms of pemphigus. However, I have 
seen conditions which were impossible to differentiate from lupus erythematosus. 

Dr. Oscar L. Levin: Several conditions must be considered: erythema multi- 
forme, lupus erythematosus disseminatus and pemphigus. The lesions now present 
are the remains of what were bullae and are represented by superficial rounded 
erythematous spots and slight crusting. The patient does not give the impression 
of being ill and sufferirg from so serious a disturbance as pemphigus. Also there 
are no lesions on the mucous membranes. The history indicates that the patient 
has tuberculosis. She may be suffering from a toxic condition associated with an 
infection. A search should also be made for tubercle bacilli and an attempt made 
to establish a possible relation of a tuberculous infection to the cutaneous condition. 
It is my impression that the patient presents lesions suggestive of those of 
erythema multiforme. Osler originally described this type of eruption and also 
indicated the association of erythema multiforme with lesions that resembled what 
is now recognized as lupus erythematosus disseminatus. 

Dr. Frep Wise: One should take cognizance of Dr. Satenstein’s pathologic 
report. Microscopically this eruption shows no evidence of lupus erythematosus. 


Or. Oscar L. Levin: The patient at present does not show frank lupus ery- 
thematosus disseminatus. However, I believe she does show borderline lesions 
suggestive of erythema multiforme bullosum and possibly lupus erythematosus 
disseminatus. It is my impression that she is suffering from a toxic or infectious 
condition in which the noxious products are affecting the smaller blood vessels 
of the skin. 

Dr. E. W. Asramowirz: The condition in this case is an example of the 
borderline conditions that resemble pemphigus, dermatitis herpetiformis, bullous 
lupus erythematosus and erythema multiforme bullosum. The blood count shows 
a shift to the left, in other words, some. infectious process. Time may bring about a 
change in the eruption which will put it into one of the definite entities under 


discussion. 


Sarcoidosis. Presented by Dr. Henry Sitver and Dr. WILLIAM LEIFER. 


G. P., a Negress aged 48, a childless widow, was seen at Mount Sinai Hospital. 
Ten years ago a nodular growth developed on the nose at the borders of the 
nostrils, which gradually became larger. At the same time nodules developed in 
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the right malar region. Five years ago she noticed an enlargement of the 
proximal phalanges of the right index, left middle and left small fingers. Within 
the past year and a half lesions have developed over the anterior part of the chest, 
the posterior and anterior aspect of the neck, the upper lip at the mucocutaneous 
border and both upper eyelids. 

The patient had the usual diseases of childhood, such as measles and mumps, 
but states that she never had pneumonia or pleurisy. The patient’s husband died 
in 1926, at the age of 40, of pulmonary tuberculosis. They had been married for 
ten years. The patient’s father died of pneumonia and her mother of “heart 
trouble,” at the age of 44. 

Examination shows the lesions to be nodular and irregular, varying in size 
from that of a pea to that of a small walnut. They are hard to the touch, not 
tender and not discolored. There are enlarged cervical lymph nodes, small 
posterior cervical nodes and right axillary nodes. There is no epitrochlear 
adenopathy. 

Examination of a smear of the nasal secretion for leprosy bacilli on June 22, 
1940 gave negative results. No tubercle bacilli or other acid-fast organisms were 
found in the urine. The Wassermann reaction of the blood was negative. 

The histologic examination showed the typical structure of sarcoid, consisting 
of a tubercle with epithelioid and giant cells. There was no caseation or necrosis. 
Examination of the blood showed 60 per cent hemoglobin, 3,300,000 red blood ' 
cells and 7,250 white blood cells, with 33 per cent segmented cells, 6 per cent 
nonsegmented cells, 48 per cent lymphocytes, 7 per cent eosinophils and 6 per 
cent mononuclear leukocytes. An intradermal injection of tuberculin in a dilution 
of 1:1,000 elicited a mildly positive reaction. 

A roentgenogram of the chest showed several large masses extending out 
from the region of the right hilus, sharply demarcated and not infiltrating the 
lung parenchyma. They were believed to be enlarged lymph nodes. A few 
infiltrations were seen in the lung extending out of the left hilus. The heart 
showed moderate enlargement. There was no abnormality of the ribs. 

Roentgen examination was made of both forearms, and the left arm showed 
numerous cystic changes in the lower end of the ulna, the fifth metacarpal and 
the proximal and middle phalanges of the fifth finger. In the right hand similar 
changes were noted in the proximal and middle phalanges of the second digit. 

Considerable swelling of the soft tissue was noted in this region. There was no 
abnormality in the pelvis, hips, shoulders or skull. There were cystic changes 
in the lower end of the left fibula. 

Treatment with intradermal injections of tuberculin in a dilution of 1 to . 
100,000 was instituted on July 6, 1940. In the last few weeks a definite improve- 
ment in the facial lesions has been noted. The patient has gained 15 pounds ee 
(7 Kg.) in weight. { 


DISCUSSION 


Dr. Paut Gross: This condition is an extensive type of sarcoidosis, such as 
is seen in Negroes, with osseous and mediastinal lymph gland involvement. I am 
particularly interested in the improvement in the lesions, as well as in the condition 
of the patient, after tuberculin therapy, but I am still wondering what tuberculin 
therapy can accomplish in cases of this kind. 


Dr. Howarp Fox: Though I agree with the diagnosis of sarcoidosis, the 
appearance of this patient’s face at first glance suggested leprosy. However, in 
my long experience with this disease I do not recall having seen such a large 
mass of nodules on the nares associated with so many other pinhead-sized lesions 
scattered about the face. Furthermore, if this condition were the cutaneous type 
of leprosy, the eyebrows would have been greatly thinned, if not entirely missing. 
In this case they appear to be normal. Furthermore, there were no other clinical 
signs of leprosy, such as enlargement of the superficial nerves, pigmentation and 
wrinkling of the backs of the hands, atrophy of the dorsal interossei muscles or 


anesthesia. 
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Dr. Oscar L. Levin: It should be emphasized that the reaction to a tuberculin 
test was positive in this case, which is unusual. 

Dr. Max Scueer: I should like to ask whether any of the members have 
had experience with chaulmoogra oil or its derivatives in the treatment of sar- 
coidosis. 

Dr. WittiamM Leirer: This patient was first seen by Dr. Chargin at the 
Kingston Avenue Hospital, Brooklyn. The tentative diagnosis was leprosy, but 
Dr. Chargin made the diagnosis of sarcoidosis on the same basis as Dr. Fox. 
‘The response to tuberculin therapy in this case I think is definite. The woman 
has had lesions on the nose and cheek for ten years; after institution of treatment 
with tuberculin, within two or three months there has been a definite improvement 
in the lesions. The only treatment she has had, aside from an injection of tuber- 
culin once weekly, is administration of maltine with cod liver oil by mouth. 

I showed a patient before this society about three years age (Arcu. DerRMar. 
& Sypx. 38:457 [Sept.] 1938) with extremely extensive sarcoidosis treated with 
tuberculin, who also showed a complete regression, after a period, of all lesions 
on the skin but not a complete clearing of lesions at the hili of the lungs. 
Whether tuberculin plays a part in this improvement I do not know, but certainly 
the results in these 2 patients seem to indicate that tuberculin may be a thera- 
peutically effective agent in sarcoidosis. 


Hereditary Ectodermal Dysplasia of the Anhidrotic Type Associatd 
with Syndactylia and Lichen Nitidus. Presented by Dr. Davin Boom. 


This patient was previously presented at a meeting of the Manhattan Derma- 
tologic Society Dermat. & SypuH. 41:946 [May] 1940). 


DISCUSSION 


Dr. SamMuet M. Peck: I have never observed a case like this one. It is of 
interest to speculate whether lichen nitidus itself may not be a congenital anomaly. 


Dr. Georce C. ANDREWS: This case almost duplicates one described by MacKee 
and myself in the Arcuives (10:673 [Dec.] 1924). The patient looks exactly 
the same. Milium-like lesions are described in many cases of this kind. 

Dr. HerMAN SuHaruit: Apparently the similarity of facies in persons with 
this type of ectodermal defect is remarkable. When I first saw the patient I 
thought he was the one described by MacKee and Andrews in 1924. 

It is possible to find a combination of congenital defects which can show certain 
other pathologic changes in the skin. If the patient has lichen nitidus, I can see 
no possible relation. 

Dr. Georce C. ANpDREws: I might say that the outlook for normal develop- 
ment in this patient—judging from the other patient—is excellent. The other 
patient, who was about 20 when presented, has studied chemistry and has done 
well. 

Dr. E. Wittiam ApramMowitTz: The patient has a female escutcheon (female 
distribution of the pubic hair), which is an interesting feature in this case, pointing 
to some defect in endocrine development. 

Dr. Georce C. Anprews: I believe the patient’s sexual apparatus is normal. 
The cause of the condition in this case apparently is too many children. The 
man’s mother was one of 24 children—I think she was about the fourteenth—and 
that history is elicited in most cases. In the Norwegian cases the members of the 
family for several generations had had large numbers of children. 

Dr. Daviy Bioom: Histologic examination of a tiny papule on the forearm 
definitely showed the characteristic changes of lichen nitidus. But a diagnosis of 
the condition can also be made clinically, particularly in certain locations, such 
as the penis. I consider that the association of the dysplasia with lichen nitidus is 
coincidental. Careful questioning of the patient and of his parents revealed the 
absence of this abnormality in any other member of the family. It is of interest, 
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however, to note that the mother was 1 of 24 children, 14 of whom died, and that 
she herself had one stillbirth and one miscarriage before giving birth to this boy. 
It is possible that many children who died in utero or in early extrauterine life in 
this family were similarly affected. The disturbance in the growth of the hair, the 
teeth and the sweat and sebaceous glands are factors which may differ in dif- 
ferent cases. It is possible that the female distribution of the pubic hair in this 
patient is a part of the disturbance of the hair growth, but there is also a pos- 
sibility that endocrine disturbance is the underlying cause. 


Neurogenic Fibroma of the Skin. Presented by Dr. Anprew H. Mont- 
GOMERY. 


H. G., a boy aged 15, was seen in the department of dermatology and 
syphilology of the New York Polyclinic Hospital, complaining of a flat irregularly 
pigmented triangular patch with rounded corners, measuring 2% by 5 cm., in 
the skin above the middle of the left clavicle, which had been present for nine 
years. It is said to have begun as a café au lait spot following traumatism. 

Embedded in the subcutaneous tissue above the upper margin of the bone and 
partially beneath the upper lobe of the patch is a multilobular fluctuating tumor 
(lipomatous?). Infiltration is palpable only at the lower angle of the lesion, the 
site of removal of the biopsy specimen. Slight atrophy is evident, especially in 
the upper, outer lobe. 

The lesion has not enlarged recently. There are no subjective symptoms, and 
there are no other lesions. The boy is 15 pounds (7 Kg.) below normal weight. 


The blood and urine were normal. . 
After microscopic examination of the specimen the following reports were 
made : 


1. A general pathologist stated: ‘Microscopic examination shows a portion 
of pigmented skin which presents a branny desquamation of the surface epithelium. 
There is a slight degree of atrophy of the secondary papillae, a moderate amount 
of loose edematous tissue and some neuromatous hypertrophy. The specimen does 
not extend to the full depth of the lesion. It is believed that the lesion is related 
to a neurogenic fibroma of the skin. These tumors are very prone to recurrence, 
but this one possesses no evidence of malignancy. My diagnosis is neurogenic 
fibroma of the skin.” 

2. A dermatopathologist stated that the condition was an edematous fibro- 
blastoma with pigmented nevoid type of epidermis. : 

3. Another dermatopathologist stated that the condition was a neurofibroma of 
the Recklinghausen type. 


DISCUSSION 


Dr. Howarp Fox: I would never have thought of neurogenic fibroma in this 
case. At a glance the eruption suggests scrofuloderma. On close examination, 
however, it can be seen that the macular lesion is not the result of a broken-down 
gland, and the elevated part of the eruption suggests a lipoma with a hard mass 
in the center, possibly a deposit of calcium. I was surprised that the histologic 
examination excluded the diagnosis of lipoma. 

Dr. ANprew H. Montcomery: I too was puzzled in making a clinical diag- 
nosis. I wondered whether there was any connection between the lipomatous 
tumor and the superficial patch. I questioned, after reading the histologic report, 
whether that condition might go on to fibrosarcoma. I think the lesion should be 
excised. It started with trauma nine years ago, and it has not grown much 
recently. 


Trichoepithelioma. Presented by Dr. Isapore RosEN. 

‘L. R., a girl aged 18, was seen at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital with an eruption of the upper lip, 
forehead and cheeks which had been present for three years. 
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About the alae of the nose and running downward on each side to near the 
upper lip are groups of pale flesh-colored pinhead-sized to split pea-sized firm 
lesions. These occur singly and also in lines and groups. A few smaller lesions 
are present on the forehead and cheeks. 

The Wassermann and Kahn reactions of the blood were negative. Histologic 
examination (Dr. David L. Satenstein) revealed trichoepithelioma of the nevoid 
type. In the midportion of the upper and deep parts of the cutis were masses of 
cells arranged in lobes and lobules. These masses were made up of closely grouped 
cells with deeply staining nuclei and small bodies. In many places they were 
seen to arise from the basal cell layer of mature hair follicles. Surrounding the 
cell masses was a good deal of cellular fibrosis. No sebaceous glands could be 
seen. The epidermis was essentially normal. 


DISCUSSION 


Dr. CHARLES WoLF: Histologically conditions of this kind are subdivided into 
various groups accordnig to the predominating picture. Trichoepithelioma is 
mostly congenital. The question of greatest interest is what to do for the patients 
therapeutically. There are various ways of treating them. If there are few 
lesions, electrodesiccation is the method of choice. However, when the lesions are 
numerous this therapeutic measure is tedious. 

Dr. E. Witt1am ABRAMOwITz: I obtained good results in a case of a 
similar nature with fractional roentgen therapy. The patient presented tonight has 
started with roentgen treatment. If this treatment does not succeed, the sug- 
gestion of Dr. Wolf regarding electrodesiccation might be tried. 


A Case for Diagnosis (Purpura Annularis Telangiectoides [Majocchi’s 
Disease]? Kaposi’s Sarcoma?). Présented by Dr. Oscar L. Levin. 


P. S., a man aged 32, a patient of Dr. Howard T. Behrman, was previously 
presented on April 4, 1939 (Montgomery, A. H.: A Case for Diagnosis, Arc. 
Dermat. & SypuH. 40:1054 [Dec.] 1939). 


DISCUSSION 


Dr. Max ScuHeer: I saw this patient several times, both at the clinic and at 
a conference at Mount Sinai Hospital. I can see no evidence of purpura annularis 
telangiectoides; none of the classic lesions of the disease are present. Nor do I 
see any evidence of Kaposi's sarcoma. The pigmented lesions on the legs are 
difficult to diagnose. They might be classed in the vague group called dermatitis 
haemostatica for want of a better term. The discoloration on one or two of the 
toes can be accounted for by trauma. The man has worked for years on a machine 
which he runs with his feet. He is blind and has often traumatized his feet. 
Repeated trauma would account for these lesions. They are already very much 
improved since he has stopped working. 

Dr. ANpREw H. Montcomery: About two years ago Dr. Satenstein diagnosed 
the condition as hemangioendotheliosis, not purpura annularis telangiectoides or 
Kaposi’s sarcoma. Dr. Machacek’s diagnosis was Majocchi’s disease or a flat 
type of Kaposi's sarcoma. Dr. Price made a diagnosis of Majocchi’s disease. 

At that time I thought I saw under the microscope vascular aneurysmal sac- 
culations of the deeper cutaneous vessels and angiomas. I gave the patient liver, 
yeast, viosterol and vitamin B complex, without any apparent improvement. I had 
to treat several ulcers. I have not seen him for a year, and I notice some 
improvement; at least the large patch on his shin has subsided. 

Dr. Samuet M. Peck: One cannot discuss this case and disregard the 
pathologic changes. The microscopic picture definitely indicates a vascular disease. 
I was unable to classify the condition with pathologic material alone. It was 
not typical of either Kaposi’s or Majocchi’s disease. Trauma plays a definite role 
as a superimposing factor but not as the basic condition. 


| 

| 

an 

1 

t 


SOCIETY TRANSACTIONS 903 


Dr. Davip Bioom: Is it not usual to find verrucous skin of the toes in cases 
of Kaposi’s sarcoma of the feet? In the small number of cases I have encountered 
there has been conspicuously rough verrucous skin of the toes. 


Dr. Frep Wise: I believe that in only a small proportion of cases of Kaposi’s 
sarcoma on the legs and feet are there verrucous lesions on the toes, especially in 
the early stages. : 

Dr. Oscar L. Levin: The patient was presented this evening because it was 
believed that he showed an unusual combination of cutaneous changes associated 
with general conditions. His family history indicates the presence of epilepsy and 
blindness. The boy was probably born with congenital defects and congenital 
constitutional inferiority. The teeth showed definite changes suggestive of syphilitic 
changes or those resulting from metabolic disorders. He became blind in early 
infancy, and at the age of 10 years he lost his hearing after an aural infection. 
Later ulcers and inflammatory changes of the legs appeared. He now presents 
signs of dermatitis haemostatica, scars from ulcers, groups of telangiectatic vessels 
with a tendency toward annular arrangement, purpura, pigmentation and atrophy 
in spots. The toes show swelling, enlargement and a purplish color. When first 
observed about a month ago the patient also presented edema and secondary 
changes from dermatophytosis of the toes, and with subsidence of the secondary 
inflammatory signs it became evident that the lesions on the toes were due to 
Kaposi’s sarcoma. The lesions on the legs, aside from those due to dermatitis 
haemostatica, fit in well with the signs of purpura annularis telangiectoides. The 
patient presents evidence of constitutional inferiority, and the lesions now pre- 
sented are due to faulty development of the ectoderm and mesoderm. The blood 
vessels of his body react to various agents of internal origin and show clinical 
evidences of blood vessel changes, and at some time other conditions, for instance 
poikiloderma, may develop. 


Mycosis Fungoides D’emblée. Presented by Dr. CHArtes Wo r. 

A. N., an Italian woman aged 55, was previously presented at the October 
1940 meeting of the Bronx Dermatological Society (Arcu. Dermat. & Sypu. 
43:748 [April] 1941). 


DISCUSSION 


Dr. Samuet M. Peck: The section shows a dense accumulation of large 
mononuclear cells with relatively few reticulocytes. The most important feature 
of the slide is a large number of mitotic figures. I am led to classify the condi- 
tion with lymphoblastoma, largely on the basis of the last feature. 


Dr. HerMAN GoopMaANn: Did the fact that the lesion was single or that it was 
tumefied from the beginning lead to the term d’emblée? i; 
Dr. Frep Wise: The term d’emblée signifies “at the first and sudden onset.” 
If I were to choose between the clinical and histologic diagnoses, I should 
certainly select the latter. As Dr. Peck has said, the histologic examination showed 
the suggestive mitoses of lymphocytoma. Numerous cases of similar conditions 
have been described. 
Dr. E. Wirtttam ApraMowiTz: Mycosis fungoides d’emblée usually appears 
as an ulcerative lesion, and this feature is absent in this case. I am more inclined 
to consider lymphatic leukemia of the skin of the aleukemic type as the diagnosis. 


Dr. Maurice J. Costetto: One might be helped in deciding whether the con- 
dition is lymphocytoma or mycosis fungoides by making a therapeutic test with 
roentgen rays, using subfractional unfiltered doses. 


Dr. Georce C. ANpREws: It seems to me that Dr. Wise’s conception of a 
solitary lymphocytoma is most likely. The objections to a diagnosis of mycosis 
fungoides, d’emblée type, were that the lesion was not ulcerated and that there 
was microscopically no polymorphous infiltration, and these are rather strong 
points. If the number of mitoses present in this section may appear in a solitary 
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lymphocytoma I am inclined to think that that is the most likely diagnosis, but 
I should like to hear from others who know more about the condition. 


Dr. Howarp Fox: My first impression was that which most physicians have 
when they see a solid elevated smooth red lesion which is not ulcerated, namely, 
that it is a sarcoid. The lesion, however, is rather soft for a sarcoid, and the 
diagnosis is ruled out by the histologic examination. I agree with the diagnosis 
of probable lymphocytoma and with Dr. Costello that the lesion will be radio- 
sensitive. 

Dr. Cartes WoLF: The condition, as many of the speakers have intimated, 
is an unusual one because it does not show the classic clinical features of mycosis 
fungoides and it is hard to believe that such a small lesion is that disease. How- 
ever, there are no indications at present of any lymphatic involvement. The blood 
picture is normal. One examination does not mean anything, but I believe that 
in the evolution of this case other lesions will probably develop. As regards the 
sensitivity of this particular lesion to roentgen rays, whether or not it is any of 
the lymphoblastomas, it would respond rapidly to roentgen therapy, but that 
does not bring the diagnosis any nearer. The only possible clues in coming to a 
conclusive diagnosis are furnished by the histologic examination. The patient has 
no regional adenopathy, either local or at a distant point. No enlarged spleen 
or liver is present. The patient is healthy and has no history of any previous 
illnesses. 


Amyloidosis Cutis. Presented by Dr. Samuet M. Peck. 


A. S., a Puerto Rican woman aged 33, a patient of Dr. Howard T. Behrman, 
was seen at Mount Sinai Hospital, complaining of an extremely pruritic eruption 
of the anterior surfaces of both legs and the anterolateral aspect of the right 
thigh which had been present for eight menths. She stated that the patches had 
gradually become darker in color. 

Examination of the skin shows pinhead-sized to split pea-sized, dark brown and 
colorless, hemispherical, hard and slightly elevated papules grouped in palm-sized 
plaques on the legs and on the right thigh. 

Histologic examination on Aug. 27, 1940 showed deposits of amyloid in the 
corium and in the subcutaneous tissue. It was also present around the hair 
follicles and in the blood vessel walls. 

The patient’s husband has been under treatment for syphilis, but the Wasser- 
mann reaction of her blood, as well as of that of her 4 children, was negative. 

The patient does not show any signs of tuberculosis or of any chronic sup- 
purative disease. The pruritus has not been relieved by numerous local antipruritic 
applications or by roentgen therapy. 

DISCUSSION 
Dr. Maurice J. CostELtLto: Has the intradermal test with congo red been done? 
Dr. CHarLes S. Mitter: Has methylrosaniline (methyl violet) been used? 


Dr. Howarp T. BEHRMAN (by invitation): This patient when first seen was 
not considered to present a clinical picture of amyloidosis cutis. Most of the 
dermatologists who had seen her believed that the condition was more likely a 
localized neurodermatitis. The biopsy specimen was fortunately stained for amyloid; 
no congo red test was performed. The lack of response of this condition to any 
form of antipruritic therapy, in addition to roentgen ray therapy, is discouraging. 
“The patient received filtered and unfiltered roentgen rays, with no relief of the 
pruritus. 


Squamous Cell Epithelioma of the Glans Penis with Early Latent 
Syphilis. Presented by Dr. Girscu D. AsTRACHAN. 

J. L., a Puerto Rican aged 48, was treated in the Metropolitan Hospital in 

1936 for paraphimosis. He was readmitted on Dec. 12, 1939, with a history of 


if | 
i 
2 
4 


SOCIETY TRANSACTIONS 905 


inability to retract the prepuce for the last three weeks. He also noticed at this 
time some growth on the glans penis. 

A dorsal slit was made and the glans penis exposed. It presented at that 
time a roughened verrucous surface with several bean-sized fungating lesions 
and a few ulcerated areas. 

Previous to his admission to the hospital, the patient had received anti- 
syphilitic treatment at the Meinhard clinic for three years. In 1940 he also 
received fifteen injections of mapharsen and twenty-five injections of a bismuth 
compound at the Metropolitan Hospital. 

Physical examination on Oct. 25, 1940 revealed signs of moderate paraphimosis. 
The glans penis and the distal end of the prepuce were swollen. Except for a 
few areas of normal skin the glans penis presented a roughened, granulating, 
readily bleeding surface, partly covered by grayish purulent discharge, some 
crusting and a few small ulcerated areas. Near the sulcus was an elevated 
indurated rose-colored fungating mass the size of a small walnut, which resem- 
bled a cauliflower in appearance. There was no involvement of the inguinal 
lymph glands. The orifice of the urethra was almost entirely covered by 
growing tissue. 

The urine was normal. The Wassermann reaction of the blood was positive 
on three occasions. A dark field examination on Feb. 5, 1940 showed Spiro- 
chaeta pallida. 

A histologic examination of one lesion on Jan. 9, 1940 proved the condition 
to be an early stage of epithelioma of the squamous type. A second specimen, 
taken from another lesion on the glans penis and examined on January 18, did 
not show any evidence of malignancy, and the diagnosis of condyloma acuminatum 
was made. A third biopsy was performed in September 1940, and again the 
diagnosis of condyloma acuminatum was made. All these examinations were 
made by Dr. A. Saccone. 

A histologic examination on Oct. 25, 1940 by Dr. J. Ehrlich resulted in a 
diagnosis of squamous cell epithelioma of the penis (mature form), with the 
following description: “Sections reveal a neoplasm of squamous epithelial origin, 
composed of nests, sheets and cords of cells which permeate the entire specimen. 
These groups of cells are arranged in squamous form, with a periphery of cells 
of the basal layer type and a central mass of prickle cells which often show 
central whorls and keratinization resembling so-called pearls. Numerous mitotic 
figures are present, and many of them are atypical. There appears to be definite 
invasion of the stroma. The latter contains numerous inflammatory cells and is 
congested.” 

DISCUSSION 


Dr. AntHony C. CrpoLtaro: I have not personally treated with roentgen 
rays any condition like this one. The average dermatologist possesses neither 
the surgical skill nor the radiologic knowledge and equipment for treating exten- 
sive epithelioma of the penis. 

Dr. Greorce C. ANpREws: My impression is that the condition is advanced 
cancer of the penis, and in spite of the fact that the inguinal glands are not 
palpable, I believe the patient’s only hope of living is amputation. I believe the 
mortality rate due to this type of lesion is extremely high, and the condition in 
this case is advanced. 

Dr. CHARLES Wo Fr: Epithelioma of the penis is not a fulminating disease. 
I had a patient with this condition recently at Mount Sinai Hospital who had 
been presented at various places and in whom the condition was of twenty-five 
years’ duration. If this lesion is carcinoma, there should be some indication of 
regional adenopathy. I feel that amputation is too drastic a measure without 
first giving every therapeutic measure which can be employed without endangering 
the patient’s life. 

Dr. Maurice J. Costetto: Dr. Fox has always stressed the fact that epi- 
thelioma is rarely found in the Negro. In this patient both the cutaneous and 
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the mucous membrane surfaces of the penis are involved. I have been impressed 
at Bellevue Hospital with the relative increase in the number of Negro patients 
suffering from epithelioma of the penis, and I have wondered if the predisposing 
factors are not chancroid and other venereal diseases. In the past two years 
I have seen about 6 patients with carcinoma of the penis at Bellevue Hospital. 
They are all referred to the department of surgery, where amputation is the 
operation of choice. 

Dr. Howarp Fox: I agree that this condition is a squamous cell epithelioma. 
I also see no clinical evidence of granuloma inguinale. In regard to the rarity 
of epithelioma in the Negro skin, I should say that this statement refers par- 
ticularly to the basal cell type of the disease on the face. I have never encoun- 
tered a proved case of this disease in which the condition was on the face of a 
full-blooded Negro. I admit, however, that cancer does occur on the cutaneous 
surface of the genitals and on the mucous membranes in this race. 

Dr. Georce C. ANpREws: The 3 patients with carcinoma of the penis and 
the 2 with carcinoma of the vulva that I have personally treated have all died. 
They all received intensive radiotherapy, with both roentgen rays and radium. 
I believe it is the general impression that if one waits until the glands are 
involved, it is too late to amputate. Surgical treatment must be early and radical. 

Dr. HerMAN GoopMAN: Experience with granuloma inguinale and cancer of 
the penis has led to the belief that it is possible to make errors both clinically 
and histologically. In the tropics granuloma inguinale was named cancroid on the 
basis that it was like cancer but did not act like that life-taking disease. A decade 
ago both types of errors were made. A condition diagnosed and treated as cancer 
of the penis was ultimately found to be granuloma inguinale. And _ patients 
treated for a long time for granuloma inguinale were ultimately found to have 
cancer. The patient presented deserves treatment before any disfiguring operation 
is performed. 

Dr. Cuartes S. Mitter: It is simple enough to differentiate granuloma 
inguinale and epithelioma. If there is any difficulty in this case, another biopsy 
should be performed. I do not think one would be justified in treating this 
condition as one would treat granuloma inguinale. 

Dr. Greorce C. Anprews: I wonder if any one present has treated epi- 
thelioma of the penis with radiotherapy. I know that Dr. Archie Dean at 
Memorial Hospital for the Treatment of Cancer and Allied Diseases treats a few 
patients in the very early stages that way but advises surgical treatment in the 
majority of cases. 

Dr. Frep Wise: My experience with cancer of the penis is limited. I have 
not encountered over 25 cases. I am inclined to agree with Dr. Cipollaro that 
patients with advanced cancer with metastases in the groins do not belong to the 
dermatologist. The lesion under discussion is in my opinion a cancer of the penis; 
I see no signs of granuloma inguinale. The final diagnosis can be easily estab- 
lished by another biopsy. I believe this patient should be treated by conservative 
and not by radical measures. 

Dr. AntHony C. CreoLtcaro: From the clinical standpoint I would consider 
this condition to be a squamous cell epithelioma. This diagnosis was confirmed 
by one of the biopsies. Since a thorough physical examination reveals absence of 
inguinal and iliac metastatic lymph nodes, I favor treatment with high voltage 
(200 kilovolts) heavily filtered (through 2 mm. of copper) roentgen rays. 

Dr. Grorce C. Anprews: The 3 patients I treated were treated with radium 
packs from a distance (16,000 milligram hours) and with high voltage roentgen 
rays, unsuccessfully. 

Dr. Van AtstyNE H. Cornett: The patient objects to amputation and has 
absolutely refused to submit to this procedure. 

Dr. Gmscu D. AstracHAN: Four biopsy specimens were taken. The first 
was reported as squamous cell epithelioma and the second and third as condyloma 
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acuminatum, and the last proved the condition to be a squamous cell epithelioma. 
In my opinion this case is one of epithelioma. I disagree with Dr. Wolf; I do 
not think the condition is granuloma inguinale. The clinical features of granu- 
loma inguinale are lacking, and the histologic picture is not that of the latter 
condition. There are several unusual features in this case which I should like to 
mention. The patient had the lesion for twelve months, during which time there 
was no change at all. There was no involvement of the lymph glands. The 
condition was not aggravated by the patient’s having received fifteen injections 
of an arsenical (mapharsen). In answer to Dr. Costello’s question about the 
possible cause of epithelioma in this case, the fact that this patient had been 
suffering for several years with phimosis, paraphimosis and urethritis might be 
the predisposing cause. 


Lupus Vulgaris. Presented by Dr. SAMuEL M. Peck. 


An Italian woman aged 51, born in the United States, a patient of Dr. Abner 
Kurten and Dr. Moses Holland, was first seen in the clinic of Mount Sinai 
Hospital in 1933. At that time a nodule 1.5 cm. in diameter was present on the 
left cheek, The nodule had the typical bluish red appearance of lupus vulgaris, 
and there was superficial scaling. This nodule had been present with little change 
in its appearance for thirty-six years. The diagnosis after histologic examination 
was reported to be “tuberculosis.” 

In the following seven years and up to the present time the patient has been 
treated by irradiation and electrodesiccation. In 1933 2 erythema doses (through 
a 3 mm. aluminum filter) of roentgen rays was given, with no therapeutic response 
except for temporary flattening and softening. This treatment was followed by 
repeated deep electrodesiccation. There has always been prompt recurrence in 
the scars with local spread of the disease. In 1937 further irradiation with 2 
erythema doses was given, again with no response. . 

At present there are multiple lupus nodules on the left cheek, involving an 
area 5 cm. in diameter. 

Roentgen ray examination of the chest revealed no evidence of disease. Injec- 
tion of tuberculin in a dilution of 1 to 100,000 showed a strongly positive reaction. 
The patient is presented for suggestions as to therapy. 


DISCUSSION 


Dr. Paut Gross: This is a lesion of lupus tumidus type and involves several 
therapeutic problems. The infiltration calls first for caustic therapy. Pyrogallol 
is excellent for flattening the lesion to such an extent that the treatment of choice 
can be used, namely, compression treatment with a water-cooled quartz mercury 
vapor arc (Kromayer) lamp, using a blue filter. A few fractional doses of 
filtered roentgen rays can also be used to reduce infiltration preparatory to treat- 
ment with this lamp or with a Finsen lamp. 


Dr. Samuet M. Peck: The surgeons were unwilling to perform a plastic 
operation. 

Dr. E. Wrtt1am Apramowitz: At the St. Louis meeting (clinical session) 
of the American Academy of Dermatology, Nov. 15, 1938, a patient with lupus 
vulgaris was presented by Engman and Weiss showing an excellent result from 
the injection of starch. 

Dr. Davin Bioom: Besides local therapy, constitutional treatment is of para- 
mount importance. One of the general measures to be used is a salt-poor diet. 


Dr. Max Scueer: I think that in treating a patient with a condition of this 
kind one must subordinate the cosmetic result and cure the lupus. I shall not 
differ with any of the physicians on the methods of destruction, but the lesion to 
be cured must be radically and completely destroyed, down deep into the sub- 
cutaneous lymphatics, as tubercle bacilli have been demonstrated in the deep 


j 
| 


98 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


lymphatics. The cosmetic result is a secondary matter. The lesion itself is far 
from being a cosmetic one anyhow; so a scar, even a bad scar, is preferable to 
spreading. 

Dr. AntHony C. Crpotcaro: I think this case is one in which the derma- 
tologist should utilize the general principles of the practice of medicine. A patient 
with a lesion of lupus vulgaris on the cheek so extensive that the surgical consultant 
thinks it unsuitable for radical destruction and plastic repair should be treated 
medically. Such a patient should be treated like one with pulmonary tuberculosis, 
with emphasis on rest in bed and adequate diet, for instance. Localized and 
generalized ultraviolet irradiation is extremely valuable. 


Dr. Paut Gross: It is known that lupus tumidus is even less frequently 
associated with visceral tuberculosis than the average type of lupus vulgaris. It 
should be taken for granted that a patient who has had lupus for eight years 
has been thoroughly investigated for tuberculosis and has received the necessary 
systemic treatment. If a low salt diet is to be administered, the patient has to 
be hospitalized for at least six months to carry out the regimen successfully. 
I do not agree with those who consider a good cosmetic result in the treatment of 
lupus vulgaris a minor issue. In the successful management of lupus the social 
aspects of the problem have to be considered. The patient who is unable to earn 
a living because of a disfiguring condition on the face is less able to maintain the 
conditions favorable for a cure of tuberculosis. The treatment with ultraviolet 
rays from a Finsen lamp and filtered ultraviolet rays from a Kromayer lamp 
yields excellent cosmetic results without a destructive effect. After all, lupus 
vulgaris is not a tumor which has to be destroyed but a chronic infectious granu- 
loma which has to be cured by stimulating the local as well as the general defense 
mechanism. This can be accomplished by a number of methods though never 
with massive doses of roentgen rays. 

*Dr. Cuartes Worr: I have had this patient under observation for eight or 
nine years. She has received enormous doses of roentgen rays, which shows 
that this does not produce epithelioma, for one thing. There is no permanent 
defect. Secondly, she has been given pyrogallol ointment and a salt-free diet. 
One method of treatment has not been tried that I believe should be, and that 
is the administration of sodium gold thiosulfate. Surgical treatment seems to be 
the most plausible in this particular case; the patient is willing, but the surgeons 
are not. 

Dr. Oscar Levin: I believe surgical treatment will never cure the patient. 
The application of roentgen rays to lesions of lupus vulgaris is of no value, and 
besides, it may predispose to the development of epithelioma. 


Lichen Planus Linearis. Presented by Dr. ANTHONY C. CIPOLLARO. 


M. M., a man aged 73, a patient of Dr. Edward A. Abbey, New Haven, Comn., 
has had an eruption for two months. The only subjective symptom has been a 
severe pruritus. 

He presents a papular eruption in linear distribution following the course of 
the radial nerve, which extends from the dorsum of the right hand to about the 
midscapular area. The papules vary in size from that of a pinpoint to that of 
a small split pea. They are reddish to violaceous and are distinctly elevated. 
There are no lesions elsewhere on the body. 

Histologic examination confirmed the diagnosis of lichen planus. 

The patient is presented because of the zoster-like distribution of the eruption. 


Recklinghausen Disease; Neurofibromas of the Optic Nerves. Presented 
by Dr. Oscar L. Levin. 
N. M., a woman aged 68, a patient of Dr. Howard T. Behrman, was seen in 
the department of dermatology of Mount Sinai Hospital. At the age of 18 
years the patient noticed the development of numerous small “tumors” on her 
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face. These growths increased progressively in size and number, especially at 
the age of 30, after the birth of a child. In 1935 the patient noticed a gradual 
loss of vision, which has been steadily progressive. The patient’s only child has 
similar cutaneous lesions, which are located chiefly on the face. 

Examination shows numerous pea-sized to dime-sized, soft and firm, attached 
and pedunculated fibromas over the entire surface of the body. Even the eyelids 
show fibromatous nodules. 

The progressive loss of vision is associated with bilateral dystrophy of the 
corneas and is believed to be due to neurofibromas of the optic nerves. Neurologic 
examinations have not disclosed any other involvement of the central nervous 
system. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


J. Harper Braispett, M.D., President 


Bernarp Appet, M.D., Secretary 


Boston, Oct. 9, 1940 


Presented by Dr. G. 


A Case for Diagnosis (Avitaminosis G or C?). 
MarSHALL CRAWFORD, Boston. 


A. B., a man aged 74, presents red itching areas on the dorsum of each hand 
and the exter.,or surface of each forearm. The lesions are of six weeks’ duration. 
He worked in the sun all summer, during which period the diet consisted chiefly 
of ice cream, cake and sandwiches. The lesions are both circumscribed and con- 
fluent and vary in size from 5 mm. to 8 cm. in diameter. Their color ranges 
from red to purplish red; the borders are elevated and the central portion of the 
areas are faded. Microscopic examination of a single lesion showed moderate 
hyperkeratosis with some follicular plugging. The corium showed infiltration of 
leukocytes with a tendency toward perivascular concentration. 

Examination of the blood disclosed an absence of vitamin C. The serum 
proteins amounted to 5.6 per cent. The erythrocyte count was 3,640,000 per 
cubic millimeter. The clotting time by the six tube method was nineteen and 
five-tenths minutes, with normal clot retraction. The tourniquet test gave no 
petechiae after five minutes. Urinalysis showed a large amount of white blood 
cells. 


DISCUSSION 


Dr. G. MarsHALL CraAwrForp, Boston: When the patient was admitted to the 
hospital there was a question of vitamin deficiency. There was seme doubt 
among the members of the staff as to which vitamin was concerned. The histo- 
logic picture is more suggestive of erythema multiforme. 


Multiple Hemangiomas. Presented by Dr. JosepH GoopMan, Boston. 


J. B., a boy aged 9 years, complained of brownish red lesions on the face and . 
depigmented areas on the trunk and extremities of three years’ duration but : 
becoming more apparent during the past six months. On the middle third of the 
face were many reddish brown lesions varying from pinhead-sized macules to 
elevated soft tumors approximately 2 mm. in diameter. Under diascopic pressure 
the red color disappeared, leaving a light brown pigmentation. On the trunk 
and extremities were several irregular depigmented areas, varying from 2 to 5 
cm. in their greatest diameters. 

Microscopic examination of a single lesion showed many small superficial 
thin-walled vessels with a varying amoynt of perivascular round cell infiltrate 
and deposits of pigment in the upper third of the cutis. 
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Two applications of trichloroacetic acid were made to the lesions over the left 
side of the face, with a favorable result. 


DISCUSSION 


Dr. Jacop H. Swartz, Boston: I suggest a diagnosis of Pringle’s disease 
(adenoma sebaceum). There is a blue nevus above the sacrum. I think the 
biopsy specimen in this case was not taken deep enough. What is seen under 
the microscope is not against the diagnosis of adenoma sebaceum. 


Dr. E. Lawrence Otiver, Boston: I agree with Dr. Swartz. 


Dr. JosepH GoopMaNn, Boston: Certainly the appearance in this case suggests 
the diagnosis just made. On the other hand, I could not find any tumor in the 
section. A good many of the sections taken show no abnormalities. One or two 
sections showed no increased sebaceous apparatus but an abnormal number of 
follicles. 


Lupus Erythematosus Discoides. Bismuth Intoxication. Presented by 
Dr. Maurice M. TotmaAn, Boston. 


L. M., a man aged 53, has had lupus erythematosus discoides since 1920. 
From 1920 to 1924 he was treated with solid carbon dioxide. In 1928 he received 
eighteen injections of gold sodium thiosulfate, with entire clearing of the lesions 
until three months ago, when they began to recur. In July 1940 he received 
seven injections of bismuth subsalicylate in oil, and the present condition appeared. 

The face shows scars of lupus erythematosus. The mouth shows an extensive 
bismuth line on the gums and stomatitis with extensive areas of ulceration of the 
mucous membranes of the cheeks and gums and pigmentation. The urine before 
treatment was normal, and after treatment was instituted there was a 2 plus 
reaction for albumin. 

DISCUSSION 


Dr. Bernard Appet, Boston: It is difficult to picture in retrospect the con- 
dition of the mouth before the patient received the injections of bismuth. Today, 
however, one gets the impression that there was definite need of dental hygiene, 
which undoubtedly would have prevented a portion of the pigmented, ulcerated 
stomatitis which is present. Areas of the buccal mucosa which are in apposition 
to teeth encrusted with sharp, irritating masses of tartar deposit and which are 
irritated by jagged edges of decayed teeth and gingival margins which are inflamed 
with pyorrheal processes invite development of a condition such as that seen in 
this case. No bismuth of any kind should be administered until the condition 
has been completely healed. 


Lichen Planus (Involving the Palms and Soles). Presented by Dr. 
Jacop H. Swartz, Boston. 


A. K., a man aged 30, first noticed an eruption on the palms, which soon 
appeared on the soles and later on the trunk and extremities. There was no 
history of internal medication until one week ago, when, as ordered by his family 
physician, he began taking thyroid. The eruption did not itch. 

Examination shows discrete, confluent and linear arrangements of flat-topped 
violaceous papules. A few of the papules are covered with fine scales. There 
are annular lesions on the lower portion of the back. The palms and soles show 
keratotic papules intermingled with lichenoid lesions, a few of which are bisected 
by the palmar striae. The left buccal mucous membrane shows a network arrange- 
ment of bluish white lines. Serologic examinations of the blood for syphilis gave 
negative results. 


Actinomycosis. Presented by Dr. Erne: M. Rocxwoop, Boston. 


In July 1935 J. W. H., a man aged 41, cut his right index finger with a 
piece of roof metal. The lesion was slow in healing, and several abscesses of the 
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hand, arm, axilla and anterior wall of the chest formed and required drainage. 
The condition lasted two years. There was a period of about six months during 
which there were no lesions. Two and a half years ago a painless swelling 
began in the right jaw, which persisted and gradually extended. Some abscesses 
were incised and some were poulticed. There was no history of syphilis or 
tuberculosis. 

In 1938 there were irregular lumpy red areas on the face with some fluctuant 
areas from which pus could be aspirated. There were also a few discharging 
sinuses. In December 1938 material from one of the abscesses showed sulfur 
granules, which proved to be a ray fungus. On cultures of material taken from 
the abscesses actinomycetes grew. 

The patient was given potassium iodide by mouth and ethyl iodide by inhalation. 
He received roentgen ray treatments with definite improvement, although the 
condition did not completely clear. He lost 50 pounds (22.5 Kg.) in weight, 
became weak and one year later was readmitted to the hospital because new 
lesions were still appearing. Numerous sulfur granules were still present, and 
he was given 15 grains (1 Gm.) of sulfanilamide four times daily. A blood 
level of 5.2 mg. per hundred cubic centimeters was attained. There was great 
improvement in the general health with a gain in weight and strength. No new 
lesions appeared until six months later, in June 1940, when sulfur granules were 
recovered from a few fluctuant areas. At that time he was given a combina- 
tion of sulfanilamide and potassium iodide, and since then no new lesions have 
appeared. He has received no sulfanilamide since July 22, 1940 and no potassium 
iodide since Sept. 15, 1940. 

DISCUSSION 


Dr. C. Guy Lane, Boston: I was impressed with the good results obtained 
with sulfanilamide and potassium iodide in combination. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. C. Guy Lane, 
Boston. 


Seven years ago C. C., a girl aged 19, wore a pair of shoes which were too 
tight and caused a blister on the side of the left ankle. The vesicle ruptured, and 
an ulcer folluwed, which lasted for years but healed and since then has been an 
asymptomatic dry scaling shiny reddish white lesion. There has been slow enlarge- 
ment peripherally, and a similar area has appeared on the other side of the ankle. 

On the medial and lateral aspects of the left ankle there is a sharply demarcated 
dull reddish waxy scar which is irregular in configuration and shows some telan- 
giectasia. There is no ulceration. 

The patient has diabetes which is difficult to control. There have been periods 
of coma, with the blood sugar level varying from low to as high as 500 mg. per 
hundred cubic centimeters and usually being about 200 to 250 mg. The urine 
showed varying amounts of sugar. There is also diabetic retinitis. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. G. MARSHALL CrAw- 
FORD, Boston. 


About three months ago E. B., a 58 year old woman, had an asymptomatic 
shiny pinkish patch on the outside of the left leg, which has persisted, perhaps 
growing a little larger. She suffers from diabetes which has not been well 
controlled. She has been admitted to the hospital twice with diabetic acidosis. 
Her blood sugar determinations have ranged from 111 to 370 mg. per hundred 
cubic centimeters. 

On the outer aspect of the left leg, about 6 inches (15 cm.) above the ankle, 
there is a circumscribed area, approximately 2.5 by 4 cm. in diameter, which is 
a slightly infiltrated erythematous plaque with an underlying shiny yellowish tan 
color. 
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* 
DISCUSSION 

Dr. BERNARD APPEL, Boston: I should like to ask Dr. Greenwood, who is 
in a position to have observed many of these cases, owing to his association with 
the Joslin Diabetic Clinic, whether he can remember other similar cases in the 
past and whether they have increased in incidence. 

Dr. ArtHuR M. GreeNwoop, Boston: I know of a case of this kind which 
I observed for several years before I made a diagnosis. The earliest manifestation 
was like that in this case, a brown pigmentation with more inflammation. The pig- 
mentation may last through the whole course of the disease. I have a patient 
with an example of this condition which has never gone beyond the stage of 
pigmentation or changed to ulceration. 

Dr. G. MARSHALL CRAwrForD, Boston: I recall encountering 2 cases after this 
condition became recognized, in which the lesions were located close to the ankle 
and ulcerated over a period of years. They had been diagnosed as varicose uicers. 


A Case for Diagnosis (Acanthosis Nigricans?). Presented by Dr. Marcaret 
Hussey, Boston. 

C. M. C., a white woman aged 35, was first seen in May 1939, at which time 
she gave a history of areas of pigmentation and pruritus of the axillas. She had 
been having carbuncles when she was first seen. She was treated with injections 
of colloidal manganese. She has had no carbuncles since then, but she has had 
itching and pigmentation in the axillas. Hyperkeratitis was first seen on Aug. 21, 
1939, and during the next few months pigmentation and pruritus of other folds 
were noticed. She was admitted to the hospital on March 29, 1940, where many 
laboratory tests were carried out without elucidation of any cause of the pigmenta- 
tion. She has the classic murmurs of rheumatic heart disease, but the condition 
is compensated by limited activity and daily administration of digitalis. 

There is a dark hue at the nasolabial folds with no disturbance of the pigmen- 
tation of the eyelids. On the right buttock there are several areas of brown 
pigmentation. In the inguinal folds, the umbilicus and the axillas and on the 
sides of the neck are areas of hyperpigmentation of dirty brownish gray and 
small papillomatous hyperkeratosis. 


DISCUSSION 


Dr. Jacop H. Swartz, Boston: Was any malignant growth dscovered causing 
mechanical pressure or any involvement of the adrenals? If this condition is the 
benign type of the disease, it would be unusual in an adult. The patients whose 
cases have been reported have been juveniles. Has any one seen this type in an 
adult? 

Dr. E. Lawrence O iver, Boston: 1 do not believe that the condition is 
benign. I feel that sooner or later cancer will develop. 

Dr. Witt1aAM P. BoarpMAN, Boston: I understand that the patient has had 
considerable increase in fatigue within the past few weeks. This might point to 
adrenal gland damage. 


A Case for Diagnosis (Urticaria Pigmentosa? Systematized Nevus?). 
Presented by Dr. Maurice M. Totman, Boston. 


N. M., a male infant aged 1 year, was presented before this society on Feb. 14, 
1940 (Arcu. Dermat. & Sypu. 43:562 [March] 1941). Since that time there has 
not been much change in the infant’s condition. Growth and development have 
proceeded normally. Large bullae have continued to appear from time to time. 
The ingestion of spinach makes the itching more severe. The skin of the entire 
body and face is studded with small pale indurated papular lesions, and sur- 
rounding them there is a brownish pigmentation. The face has an aged leonine 
appearance. Numerous urticarial wheals are scattered over the scalp, face and 
trunk. Dermographia is pronounced. The spleen is palpable 3 cm. below the 
costal margin. There is a generalized nontender adenopathy. 
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On September 30 chemical examination of the blood showed 141 mg. of cho- 
lesterol per hundred cubic centimeters, while on October 1, three hours after 
breakfast, the cholesterol amounted to 136 mg. The differential blood count 


Fig. 1—A case for diagnosis (urticaria pigmentosa? systematized nevus?). 


Fig. 2.—A case for diagnosis (urticaria pigmentosa? systematized nevus ?). 


showed 51 per cent polymorphonuclear leukocytes, 47 per cent lymphocytes and 
2 per cent eosinophils. The erythrocytes showed microcytic hypochromia and 
varied in size and shape. 

The patient has received a histaminase preparation (torantil), 5 grains (0.32 
Gm.) thrice daily for three days, with appreciable improvement in the bullous 
formations. 
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DISCUSSION 


Dr. G. MarsHALL CRAWFORD, Boston: This case probably should be included 
with some of the cases of urticaria pigmentosa which have been reported under 
the name of xanthelasmoidea, with occasional vesicular and papular lesions. 
A few cases in that group are similar to that of this child, but the histologic 
picture does not fit in this case. There were a number of definite nevoid struc- 
tures, palisades and clusters of nevoid cells. , 


A Case for Diagnosis (Keratosis Follicularis? Lichen Scrofulosum? 
Tuberculids?). Presented by Dr. BERNARD AppeEL, Boston. 


A. G., a girl aged 18, has complained of a persistent itching eruption on the 
extensor surface of the left arm for the past six years. Soon after the onset 
there appeared on the legs a succession of lesions which morphologically were 
different from those on the upper extremity. Approximately two years ago the 
right arm became involved. Within the past few months the forearms, chiefly 
the extensor surfaces, have shown numerous fine discrete sparsely distributed 
lesions. The seasons and menstruation cause no variation in the lesions. 

The extensor surface of the left arm presents an area 10 by 15 cm. which 
consists of closely packed uniform dry slightly elevated pale pink papules, each 
approximately 1 mm. in diameter and surrounding the prominent orifice of a hair 
follicle. The border of the large area is fairly sharply outlined and somewhat 
irregular in configuration. All hair follicles within the area are involved and 
impart a nutmeg grater appearance. The individual papules are round, not shiny, 
with relatively plane surfaces, and where they are closely pressed together they 
present a honeycomb appearance. On the right arm near the elbow is a similar 
but smaller and less prominent area. Similar discrete pink papules of follicular 
distribution are scattered over the remaining surfaces of each arm. On each leg, 
chiefly on the anterior surface of the lower half, there are approximately fifteen 
lesions consisting of discrete purplish red flat slightly indurated papules, also 
macules, varying from 5 mm. to 1.5 cm. in diameter. Some of the older lesions 
show residual slightly depressed pigmented scarring. 

The microscopic examination showed hyperkeratosis, particularly in the pilo- 
sebaceous openings. There was a moderate degree of acanthosis of the pilosebaceous 
openings and a thinning of the epithelium between the hair follicle openings. 


DISCUSSION 


Dr. Jacop H. Scuwartz, Boston: As I understood the story from the mother, 
the lesion on the left arm was there a long time. She said, “The mark on the 
arm has been there as long as I know my child.” The lesions on the legs are 
entirely different. I believe those on the legs are tuberculids. 


Dr. E. Lawrence O iver, Boston: I think the very poor peripheral circulation 
has something to do with the lesions on the legs. If anything could be done to 
help the circulation, the lesions might improve. The patient’s feet are icy cold 
to the touch. 

Dr. Bernarp Appet, Boston: Injection of undiluted old tuberculin one year 
ago elicited a negative reaction. 

I must admit, however, that this did not rule out tuberculosis. I feel that the 
lesions on the legs are clinically consistent with tuberculids while the lesions on 
the left arm are consistent with keratosis follicularis. I have observed several 
characteristic cases of minute follicular lesions on the extremities consistent with 
Darier’s disease. I also feel that the microscopic picture of the specimen taken 
from the left arm is consistent with this disease. The microscopic examination 
showed no inflammatory reaction or infiltration such as one would expect with 
lichen planus. The picture of the moniliform type of lichen planus shows a ten- 
dency to symmetric lesions; the asymmetry of the lesions would therefore rule 
out moniliform lichen planus. 
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A Case for Diagnosis (Dermatitis Artefacta?). Presented by Dr. MARGARET 
Hussey, Boston. 


For eight years cutaneous lesions, which vary in size from that of a pinpoint 
to 4 cm. in diameter, have been intermittently occurring on the face, neck and 
back of this 39 year old woman, a telephone operator. The present lesions have 
persisted for four months. They do not itch. She has lost 10 pounds (4.5 Kg.) 
during the past seven months. She has had no medication for seven months. In 
1938 a diagnosis of pulmonary tuberculosis and tuberculosis of the left elbow 
was made. 

There are erythematous papular lesions on the face, neck and back, varying in 
size from that of a pinpoint to 1.5 cm. in diameter. Intradermal injection of a 
1 to 100,000 dilution of old tuberculin elicited a negative reaction, and of a 1 to 
10,000 dilution, a 4 plus positive reaction. 


DISCUSSION 


Dr. BERNARD AppeL, Boston: I should like to venture the opinion that the 
reaction to the test done with the 1 to 100,000 dilution of old tuberculin on the 
right forearm about ten days ago, which still shows today as a pigmented macular 
lesion, was inflammatory and should be considered positive, although it was 
reported as negative. 

Dr. ALBERT LEvENSON, Bridgeport, Conn.: I suspect some neurogenic basis 
in this case. The patient appears to be neurotic, and the lesions present on the 
forehead appear to have been picked. Some of the lesions are superficial; others 
are rather deep, and some appear to be linear. I suggest the diagnosis of derma- 
titis artefacta or neurotic excoriations. 


Dr. ArtHUR M. GREENWOOD, Boston: I agree with that diagnosis. 


Dr. C. Guy Lane, Boston: A definite statement in the history is that the 
lesions do not itch. The patient has two lesions on the forehead and cheeks which 
apparently have been scratched and rubbed. These should be investigated. They 
possibly are of tuberculous origin, because she has a history of pulmonary tuber- 
culosis in 1938. 


Lupus Erythematosus Disseminatus. Presented by Dr. Maurice M. Totman, 
Boston. 


M. H. S., a woman aged 23, was first seen on July 3, 1940. An eruption on 
the face and neck had been present for two months. During the previous winter 
she had experienced transient fleeting pains in the joints but no deformity. 
Immediately preceding the eruption a moderately severe infection of the upper 
part of the respiratory tract had been noted. The past history further revealed 
that she had never been a robust person. Seven years previous to the present 
illness there had been an ulceration of the left cornea, which was thought to be 
due to tuberculosis. Hospitalization for several months in a sanatorium for 
persons with tuberculosis quieted the eye, but a residual enophthalmos remained. 

Her present illness started as an erythematous macular eruption beneath the 
eyes and across the cheeks. A mild scaling of the areas was soon noted. After 
exposure to the sun during the summer similar lesions appeared elsewhere on the 
face and neck. The cuticle at the base of each finger nail became red just prior 
to her first visit to the hospital. Malaise had been present for several weeks. 

She was hospitalized from July 3 through September 10. Vitamin B complex 
and a liberal diet were supplied. Sulfathiazole (2-sulfanilamidothiazole), 6 Gm. 
daily, was administered for nine days, and then fever, severe malaise and vomiting 
forced the discontinuance of its administration. The temperature returned to 
normal within forty-eight hours, and there was a definite improvement in the 
cutaneous lesions. Again, on July 26, sulfathiazole in a single dose of 0.5 Gm. 
was administered, and within thirty minutes there occurred a severe reaction, 
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characterized by fever, malaise, anorexia and painful swollen joints. No more 
sulfathiazole was given. Within a few days the fever disappeared, only to be 
followed by a mildly irregular septic type of temperature. At this time a 
generalized morbilliform erythematous eruption appeared. Three blood trans- 
fusions of 500 cc. each were given on August 7, 10 and 19. Improvement began 
with the first transfusion and continued to an afebrile state and complete dis- 
appearance of all the cutaneous lesions without scarring. 

She had leukopenia, the white blood cell count ranging from 2,600 to 5,000 
per cubic millimeter, while the erythrocyte count ranged from 4,000,000 to 5,000,000. 


DISCUSSION 


Dr. BerNarD AppEL, Boston: The eruption which the patient experienced and 
which at present is evidenced by the residual lesions on the upper extremities is 
consistent with a dermatitis medicamentosa due to sulfathiazole. I am referring 
to that part of the eruption which was considered to be the disseminated areas of 
lupus erythematosus. This case is similar to another which I recently observed. 
A generalized eruption developed during the administration of sulfathiazole, sub- 
sided when administration of the drug was discontinued and then reappeared when 
the sulfathiazole was given again. 

Dr. Francis M. THurMOoN, Boston: I observed a case in which dermatitis 
medicamentosa appeared on the sixth day of sulfathiazole medication. The dosage 
in this instance was 0.5 Gm., given five times daily. The eruption was similar to 
that caused by phenolphthalein. The lesions were vivid erythematous macules, 
2 cm. or less in diameter, and in this patient they were confined to the legs and 
thighs. The dermatitis disappeared within five days after administration of the 
drug was discontinued. Then ten days later, when sulfathiazole was given again, 
in 0.5 Gm. doses four times daily, the incubation period was shortened and the 
dermatitis medicamentosa reappeared on the second day. This second episode was 
characterized by the same type of localized erythematous macular areas on the 
face, trunk and upper and lower extremities; by sensitive denuded superficial 
exfoliations of milky white mucous membrane of the tongue, lips, hard palate 
and buccal mucosa; by mental depression, and by a mild drop in the erythrocyte 
and white blood cell counts. The cutaneous lesions cleared within three days after 
treatment with sulfathiazole was discontinued, but the oral lesions persisted for 
three weeks. I believe that the patient presented today, at least in part, experienced 
a dermatitis due to sulfathiazole. 

Dr. Maurice M. Totman, Boston: This case presents several important 
problems with regard to lupus erythematosus, the first one being with regard to 
classification. Here is a woman of 23 with an eruption of two months’ duration 
and a history of arthritic pains, an infection of the upper part of the respiratory 
tract and an ulceration of the left eye because of which she was hospitalized in 
a tuberculosis sanatorium. Also, she has recently been feeling none to well. This, 
I believe, together with the description of the eruption warrants that her condition 
be placed in the group called subacute disseminate lupus erythematosus. 

The second point is with regard to treatment with sulfathiazole, which of 
course speaks for itself. It also indicates the type of complication and eruption 
that is possible with this type of therapy. However, it is important to bear in 
mind that the visible remains of pigmentation that she shows on her face today 
is the pigmentation often seen resulting from lupus erythematosus (erythema 
perstans faciei) rather than the drug eruption, that promptly cleared up. The use 
of this drug is predicated on the basis that lupus erythematosus is an eruption 
produced by the interplay of more than one factor, probably of two or three. 
There is in this case a background of tuberculosis, of weakness and of possible 
manifestation of deficiency disease, and also one cannot rule out foci of infection 
very easily. Nor can one say definitely whether or not the condition is a strepto- 
coccic or staphylococcic infection; hence the use of this drug, sulfathiazole, 
together with a high intake of vitamin B complex. The number of cases at this 
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hospital has been small but, nevertheless, enough to warrant the statement that 
jor subacute particularly and also for acute lupus erythematosus the type of 
therapy outlined in the history of this case has a definite place. It has not worked 
out well for patients with the discoid type, who were used as controls. 


A Case for Diagnosis (Lichen Planus? Pellagra?). Presented by Dr. 


BERNARD APPEL, Boston. 


J. B., a man aged 70, complained of an itching eruption of six weeks’ duration 
involving the dorsum of each hand. He drank spirituous liquors occasionally but 
not to excess. His appetite was poor. His diet was inadequate in that it con- 
tained no milk, cream, butter or vegetables except tomatoes. 

Examination reveals a papular eruption over the dorsum of each hand. The 
lesions are violaceous and both discrete and confluent, with irregular borders and 
slightly scaly or shiny surfaces. Excoriations are present. There are no oral, 
genital, trunk or wrist lesions. 

Blood counts and differential smears were irrelevant. Microscopic examina- 
tion of the lesions showed a mild degree of hyperkeratosis, a slight increase in 
pigment and a definite subepithelial small round cell infiltration in a thin, flat zone 
of the upper part of the cutis. 

Three intramuscular treatments with a 3 per cent solution of mercury salicyl- 
arsenate, 2 cc. each, caused no improvement. 


DISCUSSION 


Dr. ALBert LEVENSON, Bridgeport, Conn.: Clinically the eruption does not 
simulate lichen planus. I was unable to observe any primary lesion characteristic 
of that disease. However, I thought the microscopic picture was typical of lichen 
planus. The epidermis was acanthotic; there were a decided increase in the 
granular layer and hyperkeratosis, and some of the follicles were dilated and filled 
with horny plugs. In the upper part of the cutis there was a well defined cellular 
infiltrate which consisted mostly of lymphocytes. The basal cell layer showed 
some disorganization. 

Dr. BERNARD AppeL, Boston: There was considerable discussion at the Boston 
City Hospital clinic about this casé when it was first observed by the staff 
members, and there were two general camps in regard to diagnosis: one in which 
the minority stood for lichen planus, and the other in which the members believed 
the condition was avitaminosis of the pellagra type. I feel that the microscopic 
picture definitely settles the question; it is typical of lichen planus. 


Gumma of the Tongue and Larynx. Presented by Dr. WiLLiAm P. BoaRDMAN, 
Boston. 


This 45 year old man entered the outpatient department on Aug. 14, 1940 
with a complaint of a sore on his tongue and hoarseness, which had been present 
for several months. 

On the ventral surface of the tongue the patient has a dirty ragged-looking 
ulceration, 2 by 2 cm. The epiglottis is thickened and infiltrated, especially on 
the free end; no ulceration is seen, and it is injected and inflamed. 

Hinton tests of the blood serum gave positive reactions on August 24 and on 
September 20. The microscopic examination of tissue taken from the lesion on 
the tongue showed many folds of epidermis with moderate acanthosis. There was 
a scattered dense infiltrate throughout the tissue, consisting of round cells, plasma 
cells and many giant cells with the nuclei at the periphery. There were a tendency 
toward a tuberculoid reaction and increased vascularity with some perivascular 
infiltrate. 


DISCUSSION 


Dr. Witt1AM P. BoarpDMAN, Boston: I thought that this location on the } 
tongue was rather unusual for a gumma. It certainly is rare on the under side 
of the tongue. There is no question in my mind about the diagnosis. 
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Dr. Austin W. CuHEEveR, Boston: I also felt that the location was unusual. 
The tongue could be rolled up because of the lack of pain, which rules out epi- 
thelioma, with which the tongue would be tied down to the floor of the mouth. 
The usual location for a gumma is in the middle of the tongue or slightly to one 
one side of the midline. I feel that there are definitely two gummas. These are 
in two characteristic places, in two distinct areas, on the tongue and on the larynx. 
I have seen two gummas present before, but they are generally symmetric, as on 
the knees or elbows, and in the same type of tissue. 


Paget’s Disease of the Left Breast. Presented by Dr. Maurice M. Totman, 
Boston. 

G. W., a 69 year old woman, has had a lesion on the left breast for four years. 
This lesion started on the nipple and gradually spread to involve the area which 
is now present. She has been treated with various ointments. 

She has a superficial brightly colored pinkish lesion replacing nine tenths of 
the areola, covering the nipple and extending downward and outward on the left 
breast. The nipple is definitely retracted but not inverted. There is a lymph 
node, 2 cm. in diameter, in the left axilla. The other breast is normal. 


DISCUSSION 
Dr. G. MarsHALL CrRAwForRD, Boston: I noticed a small lesion on the back 
of the left wrist, which has been present for the same length of time as the lesion 
on the breast. I suggest that a biopsy specimen be taken from that lesion. 
(Note.—The lesion was subsequently excised, and microscopic examination 
showed typical Bowen’s disease. The lesion on the breast proved to be Paget's 
disease. ) 


Multiple Vitamin Deficiency. Presented by Dr. Bernarp Appet, Boston. 


This 25 year old Negress entered the hospital on Sept. 19, 1940 because of 
increasing difficulty in walking, unsteadiness, staggering and generalized weakness, 
shooting pains in her legs, muscle tenderness and a rash. Her dietary intake has 
been inadequate for the past year because of the removal of her teeth. Her diet 
consisted of one egg for breakfast one morning and cornflakes the next morning; 
cabbage, string beans and potatoes for lunch, and usually no supper. Throughout 
the day she would eat candy and other carbohydrates in profusion. Meat would 
be taken in sparing amounts. 

She shows a moderately smooth tongue, increased areas of pigmentation and 
slight scaliness on the forehead, in the perianal and anal regions and on the elbows. 
There is follicular keratosis on the face and extremities. She has a stiff, slow 
gait with wide base, muscle tenderness, hyperactive reflexes and a_ positive 
Hoffmann sign. 

The blood hemoglobin amounted to 55 per cent; the red blood cell count was 
3,160,000 and the white blood cell count was 6,500 per cubic millimeter. The 
ascorbic acid content of the blood plasma was 0.12 mg. per hundred cubic centi- 
meters; the carotene content was 11 mg. per hundred cubic centimeters and the 
plasma carotene vitamin A amounted to 6 mg. She has received 50 mg. of 
thiamine hydrochloride by mouth daily since October 1, 2 ounces (60 cc.) of cod 
liver oil daily and a good diet while in the hospital, with great improvement in 
her condition. 

DISCUSSION 


Dr. Wii1AMm B. Couen, Providence, R. I.: A positive Hoffmann sign was 
mentioned. Kindly explain it. 

Dr. Bernarp Appet, Boston: That is the sign of a quick reflex of the 
peripheral nerve present in neuritis. When the free edge of the finger nail of the 
patient is snapped by the finger nail of the examiner, the extremity jerks violently. 
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Erythroplasia of Queyrat (in a Female). Presented by Dr. WiLLtIAm J. 
MacDona.p, Boston. 


E. D., a 22 year old woman, had a profuse vaginal discharge following the 
birth of her first baby two years ago. She gave no history of any eruption or any 
gynecologic disorder previous to this. She was subjected to a panhysterectomy 
one year ago. The vaginal discharge ceased, but a small nonpruritic, painful lesion, 
about 1.5 to 2.5 cm. long, appeared. This lesion is not elevated and shows no 
infiltration. The lesion is located between the clitoris and the external meatus. 
It is dark red. Silver nitrate and other nenirritative gynecologic local applications 
have not alleviated the symptoms. 

DISCUSSION 


Dr. ArtHUR M. GrEENWoop, Boston: I think a biopsy should be performed. 


Dr. Atspert Levenson, Bridgeport, Conn.: I should hesitate to accept the 
diagnosis of erythroplasia of Queyrat. While I have seen several patients with 
this condition presented at the various meetings of the New York Academy of 
Medicine, the disease was observed only in males and the diagnosis in each case 
was confirmed by biopsy. All the patients were middle aged. The patient pre- 
sented here with that diagnosis is a young woman. I should like to ask the mem- 
bers if they have ever seen erythroplasia of Queyrat in a female or reference to 
a case of it in the literature. 

Dr. C. Guy Lane, Boston: I also was struck by the similarity of the lesion 
to erythroplasia. I have never seen the condition in a female and know of no 
case in which its occurrence in a female has been reported. 


Pellagra. Presented by Dr. G. MArsHALL CraAwrorp, Boston. 


Six or seven months ago a small red itching spot appeared on the left side of 
the neck of J. C., a 69 year old white woman. This spot spread and involved 


the face, neck, arms, hands, knees, feet, palms and soles. Her dresses and the 
fur collar of her coat were suspected, but the condition did not improve when they 
were removed. She has received 25 mg. of nicotinic acid three times daily with- 
out improvement. 

She shows dull red to brown, fairly well outlined areas on the face, neck, arms, 
hands, knees and feet. The scaling on these areas has lessened with the application 
of emollients. The palms and soles show diffuse hyperkeratosis, which is not 
related to the usual pressure areas. 

The microscopic examination showed a universal ground glass appearance of 
the collagenous connective tissue with universal perivascular lymphocytic infiltrate. 
The epidermis showed some atrophy. 

Three Hinton tests of the blood serum showed one negative and two positive 
reactions. 

DISCUSSION 


Dr. Mitprep L. Ryan, Brockton, Mass.: I saw this patient four months ago, 
and she had a history of a deficient diet. I prescribed a high vitamin B diet and 
have not seen her since then. She is much worse now. At that time she had slight 
redness of the fingers, scalp, neck and chest. I doubt that the condition is pellagra. 


Dr. J. Harper BLatspELL, Boston: I find it difficult to accept the diagnosis. 
The old test of the three “D’s,” dermatitis, diarrhea and dementia, is not fulfilled 
in the case. The diet in this case was the same as that of the older woman with 
her. I think it might be well to investigate contact dermatitis from perfume 
and dye. 

Dr. G. MARSHALL CrAwrForD, Boston: The history originally was consistent 
with contact dermatitis due to fur and dress dyes, but the elimination of these 
was of no benefit. When the patient was first seen in the clinic, the condition 
was similar to contact dermatitis, but later pellagra was suggested. One other 
feature is the prominent diffuse keratosis on the soles, which is usually described 
as characteristic. The condition is diffuse hyperkeratosis of the soles, not 
calluses related to areas of pressure. 
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Neurodermatitis with Giant Lichenification. Presented by Dr. FRANcEsco 
RoncuHEsE, Providence, R. I. 

A 40 year old white American has a patch of elevated skin, about 5 by 8 cm. 
in diameter, at the right of the midline of the scrotum, raised about 1 cm. above 
the cutaneous surface. The patch is whitish pink, macerated and of soft consistency 
and has cerebriform convolutions. There are intense itching and burning. The 
surface of the patch shows marks of deep finger nail scratching. This has been 
going on for about four years. Other itching areas, which are whitish, macerated 
and verrucous, are present at both inguinal folds. 

The patient is tall, strong and apparently healthy. He appears extremely 
nervous. According to him, this is due to his hard work, being on call day and 
night for a gas company, and to family worries. A good part of his nervousness. 
is certainly due to the habit of drinking and smoking heavily. He forgets the 
itching while at work and resumes it while resting. 


Fig. 3.~—Neurodermatitis with giant lichenification. 


The microscopic examination showed hyperkeratosis and acanthosis with forma- 
tion of pseudo pearls and infiltration of the subcutis. 


DISCUSSION 


Dr. Atsert Levenson, Bridgeport, Conn.: This condition is a most unusual 
degree of lichenification, but I think secondary changes have taken place, pro- 
ducing vegetative lesions. I suggest the diagnosis of dermatitis vegetans. 

Dr. Francesco Roncuese, Providence, R. I.: The history, clinical picture 
and pathologic observations fit in with the picture of the so-called abnormal 
lichenifications (Pautrier, L. M.: Hypertrophic or Giant Lichenification, Ann. de 
dermat. et syph. 6:81, 1925). While there are numerous reports of cases of this 
kind in the European literature, apparently there is only one paper in the American, 
and this paper reports cases observed in Palestine (Berlin, C.: Lichenificatio Gigantea, 
Arcu. Dermat. & Sypu. 39:1012 [June] 1939). 


ii 
| 
| 
4] 
of 
i 
ii 
fel 
i 


SOCIETY TRANSACTIONS 921 


Everybody knows how frequently neurodermatitis is encountered in derma- 
tologic practice. Evidently in this country the gigantic type of lichenification 
seldom develops in neurotic persons, or else it goes unrecognized and is confused 
with condylomas, fungous growths, granulomas and even epitheliomas. Maybe 


Fig. 4:-—Photomicrograph (low power), showing hyperkeratosis and acanthosis 
in case of neurodermatitis with giant lichenification. 


Fig. 5.—Patient with neurodermatitis with giant lichenification five months after 
surgical excision. 


neurodermatitis is taken care of so well in this country that it seldom develops into 
the gigantic type. 

Note.—The entire hypertrophic area was surgically excised by Dr. Turner on 
Nov. 6, 1940, with a perfect result. Five months after the operation there is 
no sign of recurrence, itching or discomfort (fig. 5). This case demonstrates that 
in suitable cases surgical excision is the best therapeutic procedure. 
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Multiple Benign Tumor-Like New Growths of the Skin (Schweninger 
and Buzzi) and Psoriasis of the Scalp. Presented by Dr. Mivprep L. 
Ryan, Brockton, Mass. 


K. D., a 22 year old woman, has had an eruption on the back, face, arms and 
left breast for four years. Three years ago she had four areas, each 1 cm. in 
diameter, on the scapulas. The skin was bluish white and showed atrophy. On 
the right cheek there were two areas, about 2 mm. in diameter, and there was one 
above the right clavicle. 

She now shows a red scaling flattened area on the left eyebrow and a slightly 
raised reddish purple smooth lesion, 1.2 by 1.9 cm., on the right cheek. On the 
left breast there is a flacid bladder-like projection, about 1 cm. in diameter, which 
is the color of the surrounding skin and shows minute scarlike depressions. In the 
center of the back, there are five circular slightly flattened pale pink lesions, 
varying in diameter from 1.5 to 2.4 cm. When stroked, the lesions become 
elevated and purplish red. The skin of the lesions is atrophic, and there are a 
few telangiectases in some of the lesions. There are small psoriatic lesions on 
the scalp. 
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